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THE AMERICAN JOURNAL OF PSYCHIATRY 


THE SELECTION OF PSYCHIATRIC CASES FOR PREFRONTAL 
LOBOTOMY * 


LOTHAR B. KALINOWSKY, M. D., anp JOHN E. SCARFF, M. D., New York, N. Y. 


Psychiatrists are asked more and more 
frequently if prefrontal lobotomy would be 
effective in a given patient. Large statistics 
are available(1, 2), but everyone who has 
had to select cases for this operation realizes 
sooner or later that the conclusions drawn 
from statistics are of little help. No disease 
offers an absolute indication for prefrontal 
lobotomy, but the operation is helpful in suit- 
able cases of many different psychiatric dis- 
orders. Questions to be answered in each 
patient are these: Which symptoms can be 
removed, and which symptoms will remain 
uninfluenced? How will the patient’s per- 
sonality be altered by aftereffects of the 
operation? What can be expected within 
the constitutional and environmental setting 
of the individual patient? The greater the 
experience, the clearer the fact that each case 
must be judged on its own merits. 

Prefrontal lobotomy if applied to the right 
type of patient is another valuable means of 
saving patients from the misery of mental 
illness. Misconceptions such as the belief 
that only hopelessly deteriorated schizo- 
phrenics should be treated by lobotomy are 
as harmful as the total rejection of the 
operation for reasons of principle. The de- 
cision for or against prefrontal lobotomy is 
a difficult one and more serious than any 
other decision psychiatrists are called upon 
to make. 

In this paper, which is the joint presenta- 
tion of a neuropsychiatrist and a neuro- 
surgeon, we wish to emphasize that the 
selection of cases should be entirely in the 
hands of a psychiatrist with experience in 
the various types of treatments. He should 
give a written report on each case discussing 
the various prognostic criteria and giving a 
detailed opinion on the probable outcome. 
Only in this way will it be possible to learn 
from errors and, in years to come, to define 
the exact field of application of psycho- 
surgery. 


my From the Neurological Institute, New York, 


The selection of cases for prefrontal 
lobotomy offers problems quite different 
from those in shock therapy. All patients 
with certain mental disorders are suitable 
for shock treatments. The prognosis may 
differ widely, but hardly any danger is in- 
volved in the treatment, and no persistent 
side-effects occur. Therefore, diagnosis of a 
certain disease determines the treatment. In 
prefrontal lobotomy the selection of cases is 
not simply a diagnostic problem. Many 
factors must be taken into consideration. 
They will be outlined in a general discussion 
and later applied to the various disease 
entities. 

The first requirement in each case to be 
selected for prefrontal lobotomy is that the 
patient has received adequate treatment with 
nonsurgical methods. We insist that such be 
given before the patient is accepted for the 
operation. A strict attitude in this respect 
is necessitated not so much by the dan- 
ger of the operation but by the postopera- 


tive changes of personality which frequently ~ 


follow lobotomy. 

The usual psychological tests give little in- 
formation about these postoperative changes. 
Even psychiatric interviews reveal little. It 
is the interview with the patient’s relatives 
which gives pertinent information. Patients 
who show an excellent performance in the 
presence of strangers may use vile language 
as soon as they are alone with their relatives 
or intimates. This is one of the disturbing 
factors which may follow operation. The 
behaviour of these patients is more disturb- 
ing than other symptoms usually associated 
with lesions of the frontal lobes. The patients 
are rarely slow; they often show quick and 
lively reactions, but their reactions are short- 
lived and superficial. The patient can make 
an excellent impression at first sight, but his 
shortcomings will come out in more compli- 
cated tasks. The impairment of what Gold- 
stein calls “abstract thinking” is the essential 
intellectual disturbance, and we should not 
be deceived by a good performance in tasks 
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which are not suitable for showing what we 
have to look for in these patients. Life 
situations will show, better than test situa- 
tions, that these patients do not function 
like normal persons. This should be freely 
acknowledged, but it should never be a factor 
in deciding against the operation in patients 
who are tormented by neurotic symptoms or 
psychotic ideas. 

It is obvious that the personality changes 
should have no bearing on our decision, ¢.g., 
in a schizophrenic in whom all treatments 
have failed to halt the steadily progressing 
disintegration of the patient’s mind. We 
made it a practice in discussing the operation 
with relatives to differentiate clearly between 
what the relatives will see after the opera- 
tion and what the procedure will do for the 
patient. Psychiatrists have to get used to 
applying principles of general medicine where 
relatives must often accept even mutilating 
operations if the patient is to be freed from 
his suffering. The physician’s primary in- 
terest is his patient. If the patient suffers 
severely under his symptoms, the physician 
will have to advise prefrontal lobotomy even 
if the outcome is sometimes what the rela- 
tives of one of Stroem-Olsen’s(3) patients 
characterized so well by saying, “For her 
this operation has been a miracle, but we 
wish we had not got to live with her.” 

The extent to which patients show the 
symptoms of this postoperative “encephalo- 
pathy” varies greatly and seems to depend 
largely on the patient’s premorbid person- 
ality. It was noticed that some patients lose 
the predominant symptoms of their disease 
but they are unpleasant to deal with. Such 
behaviour can be predicted in patients who 
had certain unpleasant character traits before 
they ever got sick. Lately, we have made it 
routine in selecting cases for prefrontal 
lobotomy to gather all the possible informa- 
tion about the patient’s personality prior to 
his illness. Unpleasant traits will become 
magnified after lobotomy; case reports by 
Hutton(4) on failures proved this point. 
On the other hand, a pleasant well-adjusted 
personality diminishes the threat of post- 
operative difficulties. 

How should we picture the possible out- 
come of the operation to questioning rela- 
tives? We never state the possibility of a 


[ Aug. 
full recovery as we are entitled to do in 
favorable cases for shock therapy. It re- 
quires some patience to give the relatives a 
true picture and, yet, not to discourage them 
from consenting to an operation which is 
considered to be in the interest of the pa- 
tient. Two factors come to our help: We 
can state that the operation never makes the 
patient worse, and we can promise that the 
patient will be relieved from a mental suffer- 
ing which is often agonizing. 

Patients should not be accepted for lo- 
botomy unless appropriate arrangements can 
be made for the after-care. We request a 
minimum of 2 months in a mental hospital. 
This is in disagreement with some workers 
who prefer sending the patient much earlier 
to his usual environment. It is difficult to 
conceive that finer human relationships can 
be reintegrated if the relatives see the patient 
in the extremely unbecoming circumstances 
of the post-operative period. Their efforts 
should be spared for the time when the pa- 
tient approaches his optimal ability to read- 
just. Relatives who seem to be emotionally 
and intellectually unprepared to accept the pa- 
tient after the operation are a factor against 
it in cases where the indication is not a clear- 
cut one. The psychiatrist who selects the case 
and is later to follow his readjustment should 
become closely acquainted with the relatives. 
Many patients have lost their place in the 
family. Even if the relatives for reasons of 
their own feel they have to do everything 
possible and urge the physicians to operate, 
this does not mean that they want a partially 
restored patient back in their midst. Some- 
times, the parents are anxious to see even a 
mentally invalided son in their home, but his 
presence may badly interfere with the lives 
of other members of his family. In such 
instances we are reluctant to disrupt the life 
of a family by returning to them a chronic 
mental patient who is unable to appreciate 
their We even have in several 
instances urged hesitant relatives to re- 
turn insufficiently improved patients to an 
institution. 

The help of a social worker would be 
highly desirable in the selection of cases as 
well as in the later work with them. A social 
worker who is familiar with such cases and 
works in close cooperation with the psy- 
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chiatrist could do much in straightening out 
difficulties between relatives and patients be- 
sides securing work. Detailed plans before 
the operation are of questionable value. It 
is often necessary for the physician to dis- 
courage big plans on the part of relatives 
who are impressed by a good result. Lobot- 
omized like other brain-injured patients can 
be perfect in simple tasks but fail utterly in 
more complex situations. The promise that a 
patient will be enabled by the operation to 
provide again for his family should never 
be given because it will lead to disappoint- 
ment even in many favorable cases. A job 
alone should not be the measure for the out- 
come of prefrontal lobotomy. It is the emo- 
tional readjustment of the patient both to 
himself and to his environment that is really 
essential. 

We will now try to apply these general 
principles for the selection of cases for 
lobotomy to the various disease entities. The 
concept of Freeman and Watts(5) that the 
suitability of the patient for lobotomy de- 
pends on the intensity of his emotional reac- 
tion to his abnormal experiences is valid for 
all categories of patients; but a number of 
other factors should not be neglected. 

The largest, although hardly the most suc- 
cessfully operated group, is represented by 
schizophrenics. The first question in any 
schizophrenic patient should be whether or 
not adequate shock treatment has been 
given. No patient should be accepted who 
still has the slightest chance of a remission 
under treatments having no sequelae. The 
defects of personality left after shock 
therapy are due to the schizophrenic process 
alone, but a lobotomy adds an organic en- 
cephalopathy to the schizophrenic changes. 
Furthermore, even in successfully operated 
patients symptoms such as delusions and 
hallucinations are frequently untouched by 
the operation even if they have become un- 
important to the patient. Shock therapy, 
which carries with it hope for a full remis- 
sion or at least arrest of the psychosis, should 
be adequately applied. It is now often seen 
that a patient had one or two series of 4 or 5 
electric shock treatments each, which usually 
wash off the acute psychotic syndrome for a 
week ; when he relapses, he is labeled as a 
shock treatment failure. It must be requested 


that a schizophrenic prior to lobotomy re- 
ceives a course of 20 or 30 consecutive con- 
vulsive treatments or a full course of 60 to 
80 hypoglycemic comas, or combined electric 
shock-insulin treatment. The choice and tim- 
ing of the various shock therapies will vary 
among therapists(6). If a concise treatment 
plan is outlined at the onset of the psychosis 
and followed through without wasting time 
between the various treatments, the potenti- 
alities of shock therapy will be exhausted 
well before the first year of illness is over. 
At this time, lobotomy can and should be 
considered. Further delay is unnecessary 
and dangerous, and it is one of the most 
regrettable errors to wait until the patient is 
hopelessly deteriorated. 

It is often difficult to determine how far 
the clinical picture is still reversible. A cata- 
tonic who has lost contact with reality may 
be deteriorated or he may be only blocked. 
In the latter case the condition is still re- 
versible. Schizophrenic manifestations often 
make it difficult to recognize how far the 
patient’s personality is still intact under the 
psychosis. Looking for suitable means to 
determine up to which point a chronic patient 
may still improve under the operation, we 
decided on a test with electric shock treat- 
ment. This prognostic electric shock test is 
based on the fact that even patients who 
failed to benefit lastingly from a full course 
of shock therapy are still apt to show a 
transitory early improvement after 3 to 5 
convulsions. Such positive outcome does not 
guarantee the extent of the postoperative 
improvement, as was already demonstrated 
in work with shock treatments, but only in- 
dicates the potentialities in a patient. This 
prognostic electric shock test helps to find 
out whether an unresponsive patient is emo- 
tionally empty or whether he is blocked and 
dominated by psychotic manifestations ; also 
whether incoherent talk presents a productive 
psychotic manifestation or whether it is 
the expression of irreversibly disconnected 
thinking. Similar use was made of intra- 
venous sodium amytal and other drugs tried 
as a prognostic test in schizophrenics. They 
give some information but remove the symp- 
toms less completely, and the result does not 
compare with the effect of 4 or 5 electric 
convulsive treatments. This test proved to 
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be the most reliable means of determining 
the prognosis of lobotomy in schizophrenia 
and with us became a routine procedure in 
the selection of patients. 

The subtypes of schizophrenia are suitable 
for the operation to varying degrees. The 
diagnosis of subtypes varies widely in dif- 
ferent hospitals, and summaries of hospital 
records are no basis for deciding upon lo- 
botomy in any given patient. Deductions 
from representatives of the subtypes permit 
the following conclusions: 

Hebephrenics are rarely suitable for lobot- 
omy. They show little emotional responsive- 
ness. Primary schizophrenic symptoms such 
as emotional flattening and disturbances of 
thinking dominate the picture. On the other 
hand, secondary symptoms such as delusions, 
hallucinations, and psychomotor manifesta- 
tions are hardly present. Schizophrenic de- 
terioration with dulling and impairment of 
abstract thinking are early in hebephrenics 
and will be further aggravated by the lobot- 
omy. Therefore, hebephrenics should usually 
be rejected. 

Catatonic excitements are excellent sub- 
jects for the operation if they have failed 
under shock therapy, to which early cases 
usually respond well. In the group of cata- 
tonic stupors, our experience is not encourag- 
ing. Mayer-Gross(7) in a personal com- 
munication reports favorably on periodic 
catatonic stupors. Catatonics who fail to 
show even a transient response to shock 
therapy are not suitable for the operation. 

Paranoid schizophrenics represent the 
group in which the best results can be ex- 
pected. The paranoid type of schizophrenia 
often starts later in life and the disease 
process is less destructive. In many of these 
patients the personality remains well pre- 
served. This is especially true for those 
paranoid syndromes in the older age group 
which have been classified as paraphrenia. 
These are the best prospects for the opera- 
tion because the basic schizophrenic symp- 
toms occur late or not at all, and the picture 
is often limited to delusions with adequate 
affect. The personality remains well pre- 
served as it does also in the rare cases of 
true paranoia. Both groups do not respond 
to shock therapies, and lobotomy is strongly 
indicated. The relatives should be told that 


delusions and hallucinations may continue 
but that invariably the patient is no longer 
troubled by his ideas. Mistakes in predicting 
the outcome in the paranoid group occur 
when the extent of basic schizophrenic symp- 
toms of affectivity and thinking underlying 
the delusional material was overlooked. 

The various types of schizophrenia are 
often so intermingled that a schematic dis- 
tinction between them is problematic, but it 
was felt that for the purpose of orientation 
attempts at classification are helpful in the 
selection of individual cases. 

The “affective disorders” of manic-depres- 
sive psychosis and pure involutional melan- 
cholia should not be freely accepted for lo- 
botomy. The large figures for this group in 
some statistics are difficult to understand in 
view of the high recovery rate of these cases 
under shock therapy. Manic-depressives 
should not be endangered by the personality 
changes of a lobotomy as long as their de- 
pressive as well as manic episodes can be 
easily controlled by a few shock treatments. 
Only if the episodes follow each other too 
closely or lead to continuous hospitalization 
can the operation be recommended and seems 
to interrupt the cycle, or at least mitigate the 
intensity of the episodes. 

In the group with involutional melancholia 
with its specific response to convulsive 
therapy, only the rare cases which fail under 
shock therapy are suitable for lobotomy. 
Some of these are complicated by neurotic 
features. Most patients with involutional 
psychosis, unresponsive to shock therapy, 
have paranoid symptoms ; in them the opera- 
tion should be recommended. The same is 
true for cases of severe hypochondriasis. 
They are usually unresponsive to both psy- 
chological and somatic treatment, and lobot- 
omy is strongly indicated. These patients 
suffer continuously and they also make life 
unbearable for their families. They are 
often suicidal and always complete invalids. 
Here, no hesitation is justified, and the 
relatives will gladly put up with some post- 
operative difficulties when they compare 
them with the life they had with these pa- 
tients prior to the operation. 

Far superior to the results obtained in 
schizophrenia are those in severe psycho- 
neurotics. Yet, the selection of neurotics for 
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lobotomy is an extremely responsible task 
because the postoperative personality changes 
weigh more heavily in neurotics with well- 
preserved personalities than they do in 
schizophrenics threatened by deterioration. 
It goes without saying that intense and 
competent psychotherapy should be a pre- 
requisite in all neurotics prior to lobotomy, 
in the same way as adequate shock therapy 
is in schizophrenia. The spectacular results 
in obsessive-compulsive and other chronic 
neurotics are undeniable. The suffering of 
these patients is often comparable to, if not 
greater than, the suffering of patients with 
painful physical diseases. Neurotics who did 
not benefit from psychotherapy should be 
accepted for the operation if they are total 
invalids, suffer severely, and are unable to 
lead a normal life. It will depend on the 
doctor’s concepts of his duties how far he 
will inform a psychoneurotic patient and how 
far the relatives regarding the sequelae of 
the operation. The patient’s character prior 
to his illness should be taken into even 
greater consideration than in psychotics be- 
cause undesirable character traits may deter- 
mine the degree of disturbing postoperative 
changes. 

Personality disorders, such as psychopathic 
personality, are often presented to us for 
lobotomy. It should not be overlooked, how- 
ever, that the operation can never change 
personality traits. A psychopath who tells 
lies will continue to do so after lobotomy 
with even less inhibitions. However, it such 
a patient was inclined to violence, his aggres- 
siveness will be attenuated by the operation. 
A very careful evaluation of each individual 
patient with psychopathic personality will 
be necessary for the right decision. 

Dangerous tendencies justify the opera- 
tion occasionally in such conditions as mental 
deficiency, psychomotor epilepsy, and other 
organic conditions, but more material, in- 


cluding failures, should be reported in 
detail in order to assist psychiatrists in the 
selection of such cases. 


SUMMARY 


We have tried to bring out a number of 
points which may be helpful in the selection 
of cases for lobotomy. In future work, in- 
dividual case reports rather than large sta- 
tistics should be encouraged after the sta- 
tistical approach has served its purpose as 
a rough means of general orientation. Care- 
ful psychiatric diagnosis including evalua- 
tion of the patient’s premorbid personality 
are prerequisites for a proper selection of 
cases. Weighing of the patient’s illness and 
of his suffering against possible sequelae of 
the operation will determine our decision in 
each individual case. Long-range therapeutic 
planning is of primary importance since 
more therapeutic procedures are available. 
Integration of lobotomy with the other 
methods at our disposal will definitely in- 
crease the number of successfully treated 
patients in psychiatry. 
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EVALUATION OF LEUCOTOMY RESULTS 


F. REITMAN, M.D., D. P.M. 
Netherne Hospital, Coulsdon, England 


I 


The following study of leucotomy results 
refers to the 60 patients who have remained 
well after discharge, out of 250 cases oper- 
ated upon by Mr. E. J. Radley-Smith be- 
tween June, 1942 and May, 1947. Although 
some reference will be made to the total 
number of cases operated upon, this enquiry 
does not include those who were not im- 
proved, readmitted, or those still hospital- 
ised. The improvement of the latter group 
is always relative, varying according to the 
hospital background. The closing date of 
this enquiry was the end of October, 1947, 
when the 60 patients had been out for periods 
varying between 6 months and 44 years. 
The 60 patients represent a discharge rate 
of 24%, which is considerably lower than 
figures given at the 1946 symposium at the 
Royal Society of Medicine or in the Board 
of Control’s Report(7). 

Explanation for this comparatively low 
figure may be sought first in the fact that 
the operation was only performed in cases 
with long-standing illness which had failed 
to respond to other methods of treatment, 
in particular psychotherapy, occupational 
therapy, prolonged narcosis, insulin shock, 
and convulsive therapy. In other words, all 
these cases were recruited from a group in 
which spontaneous recovery is very im- 
probable. Secondly, the operation was car- 
ried out with a view to correlate the location 
of the operative cut with the pre-existing 
symptomatology. Such a procedure must 
invariably involve an adverse recovery rate. 
Thirdly, as it will be mentioned below, in 
about 50 of the first 100 operated cases, 
there was a marked preoperative personality 
deterioration present. 

The assessment of results in 59 of the 60 
discharged patients was carried out in a 
fourfold way: (a) by a questionnaire, (b) by 
obtaining letters from the patient and the 
relatives, (c) by a visit of the social worker, 
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and (d) by an interview of the patient by the 
psychiatrist. The only case not assessed had 
left for France and was inaccessible though 
reported as improved 6 months after dis- 
charge. The postoperative results were 
evaluated as full, good, and fair recovery. 
For statistical purposes the first two cate- 
gories have been grouped as “better-than- 
fair’ recovery group in opposition to the 
“fair” recovery group. It appears that the 
improvement in the latter category did not 
go beyond keeping patients out of hospital. 

The data examined were the sex, age, civil 
status, and preoperative duration of illness; 
the type of operative incision; and finally 
the postoperative personality changes in rela- 
tion to other variables within the discharged 
group. 


TABLE 1 


Age in years 


45 and Over 


under 45 Total 

Better recovery ........... 26 8 34 

POCOVETY II 14 25 

x?=—6.57 P=.02—.01. 


II 


The ratio of women to men in the hospi- 
tal is approximately 2:1; this was found 
to be closely followed in the operation figures 
and roughly in the discharged group. In 
other words, sex did not seem to be of im- 
portance in relation to postoperative recov- 
ery. On the other hand, there is a correlation 
between recovery and age of the patients. 
It was found that patients under 45 years of 
age are more likely to make a better, as op- 
posed to a fair, recovery than are patients 
over 45. The correlation of better than 
fair recovery with an age of less than 
45 years proved to be statistically signifi- 
cant (Table 1). 
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No significance emerged when the civil 
status of the discharged patients was related 
to better than fair and the fair recovery 
groupings, but it was found that single pa- 
tients are more likely to recover fully than 
are married patients. The marital status, 
however, is significantly related to age of 
the patients, as there are far more married 
than single patients in the over 45 years of 
age group. Hence the data regarding civil 
status cannot be looked upon as of much 
value for this study, and psychopathological 
factors which might have been raised by the 
qualitatively better readjustment of the 
single group can be discarded. 

As stated above, the case material was es- 
sentially of a chronic variety, no case having 
been operated upon with less than 18 months’ 
duration of illness. Nevertheless, the dura- 
tion of illness within the discharged group 
did not show any marked relation to the 
quality of recovery and the slight changes 
in the curve are statistically not significant. 
The conclusions reached from this series 
of cases are thus at variance with the find- 
ings of other workers. Qualitative examina- 
tion of the none-discharged case material 
showed that when deterioration is marked 
preoperatively no postoperative readjustment 
follows, as was also found by Frank(2). 
As marked preoperative deterioration was 
present in half of the first 100 cases operated 
on, an attempt to find a relationship between 
duration of illness and discharge within the 
total operated population would be bound 
to give misleading figures. 

In relating the variables to the operative 
incision itself it should be mentioned that 
while the instrument, a rotating blade leuco- 
tome with a cutting diameter of 25.4 mm., 
was constant the location of the cut varied, 
as reported upon previously by Dax and 
Radley Smith(1). Of the various cuts, the 
low vertical, or “orbital,” cut was tried only 
from the 140th case onwards, and for statis- 
tical purposes the various cuts have been 
divided as orbital (low vertical) and other 
than orbital cuts. The discharge rate in re- 
gard to the total population was significantly 
higher with the low vertical cut (Table 2). 
In spite of the extremely poor prognosis of 
the first 50 cases operated upon, many of 
whom showed marked deterioration, 3 have 


been discharged. Comparing the results of 
the orbital cut with those of the other in- 
cisions and discarding from the latter cate- 
gory the 50 deteriorated of the first 100 cases 
(but retaining the 3 discharged ones), the 
Chi-square calculated is 6.72 with a proba- 
bility below .o1; hence the orbital cut 
remains very significant. Within the dis- 
charged group, the percentage with the or- 
bital cut totalled 64%. Further examination 


TABLE 2 
Type of cut 

Other Orbital 
cuts cuts Total 
22 38 60 
Not discharged .......... 128 62 190 
150 100 250 

x?=18.16, P=below .o1 


revealed that the significance of the orbital 
cut is independent of the duration of illness 
or of age. 

Reitman(8) when analysing preliminary 
results of the orbital cut found that patients 
showing vagueness, shallowness of affect, 
introversion, depersonalisation, or lack of 
initiative seemed to give a better response 
than patients suffering from tension, anxiety, 
restlessness, agitation, or aggression. The 
discharged patients were grouped into 
“vague” and “tension” categories, but there 
were 5 cases in which symptoms of neither 
group were present. Analysis of the 2 groups 
in relation to the quality of the operative re- 
sults showed that there was a significant 
positive relationship of the better than fair 
recovery results to the vague group. 

Finally, the qualitative evaluation of cases 
with the orbital cut showed that there was 
a fairly constant postoperative syndrome 
present consisting of euphoria, overactivity, 
and extraversion, the latter not infrequently 
coupled with some aggressiveness. Patients 
who have had the orbital cut are significantly 
more likely to show these personality changes 
than are those who have had other types of 
operative incision (see Table 3). 

Various conclusions may be drawn from 
these statistical findings. First, the duration 
of illness is of little prognostic importance 
as far as leucotomy is concerned, and the 
personality is the more important criterion. 
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Rylander(9) offered statistical proof for 
the specificity of the frontal lobe syndrome, 
thus refuting the neurological concept of 
leucotomy, which regards the extent of de- 
struction of the association fibres as of more 
importance than the location. The statistical 
findings from the cases dealt with in this 
paper further localise the syndrome by re- 
stricting it to the lower quadrants of the 
frontal lobes, in accordance with findings of 
other workers ( Hofstatter et al.(4), Dax and 
Radley-Smith(1), Mayer-Gross(6)). Al- 
though these findings do not allow detailed 
structural correlations, it is worth mention- 


TABLE 3 


Type of cut 
Other Orbital 


cuts cuts Total 
Personality change ........ I 13 14 
x?=4.78, P=.05—.02 
III 


ing that none of the cases with the low verti- 
cal cut developed postoperative convulsions, 
which suggests that structures responsible 
for production of postoperative convulsions 
are seated in the upper quadrants of the pre- 
frontal lobes. 

The postoperative personality changes re- 
semble, to a lesser degree, the changes ob- 
served after extensive lobotomy operations. 
The fact that they have been significantly 
coupled with the low vertical incision sup- 
ports the specificity of the lower quadrants 
of the prefrontal lobes. It is, however, of 
importance that these postoperative person- 
ality changes were not so crude in their 
character as observed after lobotomy, and 
the enquiries and psychiatric investigations 
showed that very few of the cases appeared 
“soulless,” or exhibited lowered sense of 
religious values, as it was reported by Hut- 
ton (1947). On the other hand, as massive 
frontal lobe syndromes may result from 
lobotomy, it seems that the quantitative ap- 
pearance of postoperative symptoms does de- 
pend on the extent of the cut. In other 
words, while the prefrontal lower quadrants 
seem to be responsible for postoperative per- 


sonality modifications, the quantitative fac- 
tors appear to be important in determining 
the degree of the personality changes. 

The uniformity of the postoperative syn- 
dromes after the low vertical cut supports 
the selection of material for this operation, 
if leucotomy is evaluated as superimposing 
additional symptomatology on a pre-existing 
one. The statistical figures also support the 
vague group as the best selection of symp- 
toms to be balanced by the low vertical cut, 
but it appears that it is the total personality 
which integrates the dual symptomatology 
to a favourable balance ; in deteriorated cases 
there is no reintegrative component left, 
hence the negative results. It also should be 
mentioned that these findings are well in ac- 
cordance with those of Fulton, who empha- 
sised the overactivity, following injury to 
the orbitofrontal cortex, and advised against 
posteriorly situated low incisions in cases 
with tension. 


SUMMARY 


Investigations of discharged cases after 
successful leucotomy resulted in the follow- 
ing findings: 

1. The likelihood of a patient being dis- 
charged after leucotomy is greater if he is 
less than middle-aged ; it does not depend on 
the preoperative duration of illness if the 
personality is preserved. 

2. Discharge is also significantly higher 
when leucotomy is performed as a low verti- 
cal incision. 

3. It is demonstrated that personality 
modifications can be better achieved by the 
orbital than by the other types of operative 
incisions. These personality changes are at- 
tributable to structural damages of the lower 
quadrants of the frontal lobes. 

4. These postoperative personality changes 
are superimposed on the pre-existing symp- 
tomatology, and it was found that patients 
showing introversion, lack of initiative, shal- 
lowness of affects, etc., are more likely to 
respond favourably to the low vertical cut. 

5. The reintegration between the pre- and 
postoperative symptomatology is a function 
of the total personality. Deteriorated pa- 
tients are incapable of readjustment, and 
only cases with well-preserved personalities 
should be operated upon. 
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PSYCHIATRY IN THE GENERAL HOSPITAL * 
BALDWIN L. KEYES, M. D., ROBERT S. BOOKHAMMER, M.D., 
AND 
ALBERT J. KAPLAN, M.D. 

Philadelphia, Pa. 


The trend toward the integration of psy- 
chiatric services, including inpatient facilities, 
within the framework of the general hospital 
is steadily gaining momentum. The postwar 
years brought to a focus the psychiatric prob- 
lem confronting the nation, namely, the great 
disparity between civilian demands for more 
adequate treatment of psychosomatic, psycho- 
neurotic, and psychotic disorders, and the 
facilities and personnel available. It is be- 
coming increasingly apparent that if the 
general hospital is to fulfill more completely 
its obligation to the community, it must pro- 
vide the wherewithal to apply the mass of 
psychiatric knowledge that has been accumu- 
lated in the understanding of psychogenic 
illness. 

The Jefferson Medical Hospital in Phila- 
delphia has attempted to meet this need of 
the times by a more dynamic participation of 
psychiatry in the function of the hospital. 
During the past year there have evolved a 
considerable expansion of the psychiatric ser- 
vices. More time has been allotted to the out- 
patient services to permit two afternoons a 
week for the treatment of psychoneurotic 
casualties of World War II; more space has 
been made available for outpatient psychi- 
atric services for civilians and facilities and 
equipment have been added for more ade- 
quate child psychotherapy ; a psychiatric fel- 
lowship has been created that includes a joint 
project with a branch of internal medicine ; 
a full-time psychologist has been employed 
to assist in the therapeutic and teaching func- 
tions; an additional psychiatric secretary 
and social worker have been employed ; and 
psychiatrists-in-training, veterans of World 
War II, are given a 6-months course in psy- 
chosomatic problems as seen in a general 
hospital. Our goal is a psychiatric ward ser- 


1 Read at the 103d annual meeting of The Ameri- 
can Psychiatric Association, New York, N. Y., 
May 19-23, 1947. 
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vice to be included as an integral part of the 
hospital, and plans are already under way 
to make this a reality. 

Keyes and Matthews(1) in 1941 analyzed 
100 consecutive consultations referred to the 
psychiatric service from various wards of the 


TABLE 1 
146 PsycuH1atric CoNSULTATIONS 


I. Psychosomatic with significant 
emotional factor 
Consultations 


No. % 
A. Essential hypertension and 
allied cardio-vascular dis- 
9 
D. Thyrotoxicosis ........... 6 4.1 
E. Rheumatic heart disease .... 4 2.6 
F. Ulcerative colitis .......... 3 2.0 
G. Miscellaneous ............. 24 16.4 
II. Psychoneuroses — predominantly 
anxiety and conversion hys- 
III. Psychoses—outgrowth of physi- 
9 6.1 
IV. Affective psychoses ........... 5 3.4 
V. No significant mental problem.. 12 8.2 


Jefferson Medical College Hospital. They 
found that 51% were psychosomatic in na- 
ture with significant mental problems, 27% 
were clear-cut psychoneuroses, 12% were 
psychoses due to outgrowth from physical 
conditions, 3% were affective psychotic dis- 
turbances, and 7% presented no significant 
mental problems. 

Similar studies were made by the authors 
during a 6-months period from August 1, 
1946, to February 1, 1947, the results of 
which are shown in Table 1. 
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Both studies, those of 1941 and 1946, are 
strikingly similar. Approximately 50% of 
the consultations were for psychosomatic dis- 
orders, 27-31.5% for psychoneuroses, pre- 
dominantly anxiety and conversion hysterias. 
In the later studies (1946) more of the psy- 
chosomatic consultations were for specific 
diseases, such as essential hypertension, pep- 
tic ulcer, asthma, thyrotoxicosis, etc. 

Our experience from the wards of a gen- 
eral hospital indicates that there is an abun- 
dance of psychiatric material and that all 
varieties of psychopathological entities pre- 
sent themselves. It is the duty of the medical 
staff to deal with these problems which are 
fully as disabling as are other types of illness 
in the general hospital wards. It is no longer 
proper procedure to put the patient through 
diagnostic tests and, excluding the presence 
of “organic” disease, discharge him as neu- 
rotic. Psychiatric evaluation on a consulta- 
tion basis should be followed by treatment as 
surely as a surgeon’s diagnosis is followed by 
appropriate surgery, or the internist’s diag- 
nosis by his medical techniques. Often in 
the first interview it is not possible to do 
much more than arrive at a tentative conclu- 
sion that the patient’s symptoms arise out of 
a disturbed psyche. Succeeding interviews 
are necessary to bring out material which 
points up the diagnosis and aids in the ther- 
apy. In order to carry out this procedure 
effectively, a psychiatric ward service is es- 
sential to manage the large number of pa- 
tients who enter the hospital for study and 
later prove to have emotional problems that 
require active therapy. 

With the realization that limitations of 
time are imposed on the therapeutic relation- 
ship, efforts are made to achieve results 
through a form of therapy “brief” in ap- 
proach, but based upon an understanding of 
the dynamic factors involved. The consul- 
tation interview seeks to evaluate the pa- 
tient’s symptoms in relation to his emotional 
life, to appraise etiologic emotional factors, 
and to initiate therapy as indicated. Through 
the use of the patient’s history, and a survey 
of the patient’s symptoms and behavior, one 
gains some understanding of the conflicts in- 
volved, the defensive mechanisms employed, 
and the patient’s accessibility to change. By 
helping the patient give expression to his 


conflicts, by giving encouragement and ad- 
vice, improvement often follows. More than 
that, it is often possible to direct the patient 
to consider emotions and attitudes within 
himself to which he has not given any pre- 
vious consideration. Abreaction of emotional 
feeling combined with careful and limited in- 
terpretation have been found helpful in giv- 
ing patients both symptomatic relief and a 
certain amount of insight. We have found 
that results have been better with the use of 
the dynamic approach than with the use of 
repressive, suggestive techniques. 

The following selected case histories are 
briefly presented to illustrate types of prob- 
lems that arise in the general hospital : 


_ Case L—Hiccup with two previous hospital- 
izations. 

A 50-year-old mildly obese Italian male immi- 
grant entered the hospital September 19, 1946, 
complaining of hiccup, sour eructation, and general- 
ized abdominal pain, aggravated py stooping and 
bending. A rather loud respiratory grunt accom- 
panied each heave. He was quite illiterate, spoke 
dialect English, and appeared appealingly helpless 
rather than anxious. 

His illness began 2 years ago in the winter of 
1944, after being employed for one year in a hospi- 
tal where he worked 10-12 hours a day, chiefly 
mopping floors, for a wage of $90 a month. One 
evening he had to assist in carrying a dead body, 
that had a very foul odor, down to the mortuary. 
Immediately after this experience he vomited, de- 
veloped “sour taste in the mouth,” an “upset stom- 
ach,” and began to hiccup intermittently. Soon after 
this incident, he quit his job because of a dispute 
about low wages and long hours, and his symptoms 
subsided. Upon obtaining another job as a clothes 
packer, his symptoms returned. About one year 
prior to present admission he had an attack of vom- 
iting with abdominal pain and hiccup after eating 
lunch. He was admitted to a hospital, from which, 
after one month’s observation, he was discharged 
slightly improved. He soon obtained another job 
as dishwasher in a restaurant where he had to 
stoop over a sink. After a few days of this work, 
his hiccup became more persistent, and he was again 
hospitalized at the same institution for 3 months, 
and again no definite organic disease was found. 
Shortly after discharge, he obtained another job, but 
his hiccup returned with increasing severity and he 
was admitted to the Jefferson Hospital. 

The patient had been married for 31 years, and 
had 7 children. One son, age 21, was “a no good— 
no work, but spenda money.” Another son, age 24, 
was released from the Army 2 years previously for 
nervousness and was unable to work. During the 
past 10 years the family was under constant finan- 
cial duress, and at the time of hospitalization the 
patient was faced with the threat of eviction. 
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His father, a laborer, emigrated from Italy alone 
to the United States before the patient’s birth. At 
the age of 11, the patient, his mother, and an older 
sister joined the father in this country. At the age 
of 14 the patient began to work as a laborer and 
continued at various jobs until his present illness. 

He denied any conflict with his wife, but had 
been practicing coitus interruptus for the past II 
years because of his wife’s fear of pregnancy. 


Treatment and Course 


The patient’s symptoms were thought to be 
psychogenic in origin, precipitated by anxiety 
aroused during his experiences while working at 
the hospital. His anxiety seemed related to the 
fear that he might become like the body he was 
forced to help carry. His hiccup was believed to 
represent an attempt to “heave up” this unassimi- 
lated experience and his insecure situation that 
surrounded him at the involutional period. Lifelong 
insecurity, exaggerated dependent needs, prolonged 
practice of coitus interruptus, and repressed hostility 
toward son and wife were believed to be the “an- 
lage” for his reaction. 

He was discharged symptom-free, although anx- 
ious, after 5 days of hospitalization. By having 
him recount his experience repeatedly to gain some 
insight, and with the use of persuasion, suggestion, 
sexual reeducation, and supportive therapy, his 
symptoms were well controlled. He was seen 
weekly in the outpatient clinic for 4 months and had 
slight transient relapses that coincided with stress 
situations such as arguments with refractory son 
and money problems. On one occasion he had a 
slight relapse after helping to mop the floors at 
home “like when I had to mop the 17 rooms of the 
hospital,” but he responded to supportive therapy. 


CoMMENT 


This patient represents a type commonly 
seen in a general hospital, one who has had 
repeated hospitalizations with numerous lab- 
oratory studies, and when no organic disease 
has been found is labelled “neurotic.” This 
type of patient is often “passed by” only to 
return the following year unimproved, re- 
sulting in economic loss to himself, doctors, 
and hospital. The hysterical patients who 
have had numerous laparotomies and many 
patients who are periodically hospitalized for 
gastrointestinal dysfunction are members of 
this group. It seems that this group of pa- 
tients will be properly treated in the general 
hospital only when there is established a psy- 
chiatric ward service. 


Case II.—Coma. 

A white female, age 50 years, was admitted 
October 24, 1946, via the accident ward in coma. 
The usual blood chemistry and laboratory studies 


were negative. When seen 24 hours after admission, 
she was lying in the fetal position, mildly confused, 
disoriented, withdrawn, and depressed. She was 
admitted to the medical ward, and was able to give 
a fairly coherent history 48 hours after admission. 

For the past 6 weeks she had become progres- 
sively more nervous, irritable, sleepless, weak, and 
had developed pains in both eyes “as if someone's 
sticking fingers in my eyes.” She fainted early in 
the morning prior to admission. 

She joined the Army as a WAC in May, 1944, 
and was honorably discharged July, 1945, as a Pfc. 
While in the Army she worked in a hospital as a 
nurse’s aid. Following discharge, she worked in a 
steel plant, and went to Florida in 1946 upon the 
advice of a physician who treated her for bronchitis. 

She returned to Philadelphia in June, 1946, after 
6 months in Florida where she had worked as a 
practical nurse in a hospital. In Philadelphia she 
lived with a married sister who was ill with “goitre.” 
About 6 weeks prior to admission, another sister, 
age 55, moved into the same house with 2 daughters, 
ages 23 and 18. The 2 nieces were assigned to the 
patient’s room. 

The patient was the seventh sibling in a large 
family of 6 sisters and 5 brothers, most of whom 
died during childhood. At the age of 14, patient 
was alone with her father when he died. She began 
to menstruate immediately after his death, and had 
severe dysmenorrhea until oophorectomy with arti- 
ficial menopause at the age of 30. Also the patient 
was “sleeping alongside of mother when she died.” 
She had been very attached to her mother—“it was 
always mother and me.” She was the most nervous 
member of her family, having “nervous indigestion” 
intermittently throughout her life with “weak spells 
and cold sweats.” 

At the age of 35, she was hospitalized for 2 weeks 
for “nervousness—I had to keep moving all the 
time.” At this time she was living with the same 
sister who recently moved into the house where she 
now lived. 

She was married twice; the first time—age 109. 
At the age of 21, she had a child who died 5 
months after birth; her first husband died of “flu” 
one year later. She married again at the age of 25 
a chronic alcoholic, separated after 2 years, and has 
since been self-supporting. 

She started to work at the age of 14, after her 
father’s death, and was always an overconscientious, 
hyperactive, meticulous type. She is a devout Cath- 
olic, and “going to Church is about the only place 
I have to go.” 


Treatment and Course 


As the patient emerged from her coma she was 
found to be greatly depressed. She revealed life- 
long insecurity and anxiety related to excessive 
mother dependence, sibling rivalry, sexual repres- 
sion, and traumatic experiences throughout life. 

She was discharged from the hospital, improved, 
October 29, 1946, 6 days after admission, and was 
followed in the outpatient clinic. She did not seem 
accessible to further psychotherapy and her depres- 
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sion was of such depth that 6 electroshock treat- 
ments were administered on an ambulatory basis 
from January 14, 1947 to February 4, 1947. She re- 
sponded satisfactorily to shock therapy. 


CoMMENT 


This patient represents one of a large and 
varied group of acute mental reactions that 
can be treated within the framework of 
the general hospital, eliminating the neces- 
sity for commitment to the already overtaxed 
mental institutions. Electroshock therapy is 
an effective form of treatment which can be 
utilized by the general hospital. 


Case III.—Essential hypertension. 

The patient, a 41-year-old white male, entered 
the hospital December 11, 1946, with complaints 
of “high blood pressure” of 14 years’ duration, with 
headaches, dizziness, vertigo with staggering gait, 
fatigability, and tingling and numbness of extremi- 
ties and back. Six years ago he was told that his 
blood pressure was S 230/D 160. His blood pres- 
sure upon admission was S 200/D 130-140. He was 
seen in consultation 2 weeks after admission during 
which time he had been otherwise thoroughly 
studied. 

Physical examination revealed no unusual find- 
ings except for slight accentuation of A2, a bizarre 
Romberg that was inconsistent with other neuro- 
logical findings, and an inconstant dizziness with ro- 
tation of the eyes to the right. 

The consultant cardiologist noted “this case is 
interesting for the fact that although B.P. has been 
considerably elevated for a relatively long time, 
there is little evidence of cardiovascular change, 
not even an early EKG strain pattern.” 

The patient appeared to be a sturdy individual who 
was tense, restrained, and had a rigid, set expres- 
sion. He talked deliberately with little display of 
emotion. He first became aware of his hypertension 
at the age of 27 when he was rejected in an insur- 
ance examination. Shortly after his marriage at the 
age of 20 he developed symptoms of fatigability, epi- 
sodes of nervousness, irritability, and tenseness. He 
was fearful of people and crowds practically all 
his life. During adolescence he had persistent boils 
and suffered from head pains, most marked over 
the eyes. 

He owed $3,000 on a poultry farm that he had 
bought 2 years previously when his symptoms be- 
came very severe, to escape indoor work in a fac- 
tory. He worked as a leather cutter for 18 years, 
and was always among the top 5 in his mill. 

At the age of 19, he quit theological school after 
2 years of study mainly because of his fear of people 
and slowness in conversation. One year after his 
marriage, while his wife was pregnant, she learned 
that she had syphilis (congenital). One year after 
treatment she was pronounced “clean” by the com- 
pany doctor. His wife is a nervous, hyperactive, 
and quite frigid woman. He has 4 children, 3 girls, 
ages 20, 15, 14, and one boy, 4. 


He was the fourth sibling in a family of 4 
brothers and one sister. Two brothers, ages 48 and 
38, are moderately successful ministers. His father 
is a stern, strict, forbidding, rural minister. His 
mother, too, was a strict disciplinarian, more puni- 
tive than the father. 

About the fifth interview, in order to facilitate 
therapy, narcosynthesis with sodium pentothal was 
employed. The following are some excerpts of the 
interview : 

Father—(tearful)—“doesn’t seem to like me; he 
spends more time with my sister and brothers than 
with me”.... Wife—“she is nervous, fast in 
movement. .... I am_ slow—she says: ‘what 
makes you so lazy mornings? at night you are wide 
awake;’ I think she is disappointed in me—I ask 
questions, she gets tired of my questions; I want 
her help, she is so energetic, it makes me nervous ; 
even when she sits down to rest, she is always 
working, sewing or knitting—if we go for a walk, 
she walks very fast, ahead of me; I am slow.” 
.... Work—“It was a great effort for me to do 
piece work; it almost killed me.” .... Home— 
“Didn’t enjoy myself at home; restless and jumpy, 
felt shy when people came in; may I pray?— 
(Prayer): “Doctors never help me; doctors say 
I am all right, only hypertension; if it weren’t for 
Thee, O God, I would go to pieces; You give me 
hope every day, I am so thankful to have You to 
rely on; You made me and know how I am—it is 
such a satisfaction; give doctors wisdom to help 
me.” Eating—“Feel weak in the hips, can’t think 
good, but know I must go on; then I get hungry, 
have to eat; if I don’t eat, I don’t sleep; eating is 
an awful habit, like drinking, I suppose; I stagger ; 
if I don’t eat I go to pieces—anxious; a horrible, 
horrible feeling; feel like I am going to fall down”. 
.... People—“It’s a mystery why I fear them; 
always try to be kind to everybody, feel embar- 
rassed—people make me nervous; I get tight.” 
. .. Children—(profuse weeping)—“My little 
kids—I have to tell them to keep quiet, I am so 
nervous; I don’t spend enough time with them, be- 
cause of noises in my head.” 


Treatment and Course 

Over a period of 2 weeks, this patient had 10 
interviews during which time a portion of his re- 
pressed hostility toward his father, brothers, sister, 
mother, wife, and boss at the mill was brought 
to consciousness. His insight, however, was rather 
superficial, but there was considerable clinical im- 
provement in most of his symptoms. His blood 
pressure on discharge was S 170/D 110-120. It was 
thought his anxiety was related to repressed rage 
and aggression, sibling rivalry, parental rejection, 
lifelong repression, feelings of inferiority, and un- 
conscious dependent needs. His hostility was bound 
by his extreme fear. 

He appreciated greatly the emotional approach to 
his problem. A sympathectomy was considered, but 
a final note by the consultant in hypertension stated : 
“Believe that psychotherapy offers more to this pa- 
tient than sympathectomy.” Patient was referred 
for further psychiatric treatment near his home 
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community, with the hope that he might continue to 
gain insight and gradually expand in all spheres. 


CoMMENT 


This case represents a type from the large 
group of psychosomatic disorders that are 
treated for many years without an investiga- 
tion of the patient’s emotional life. Narco- 
synthesis with sodium pentothal, carefully 
utilized, can be a useful adjunct in the man- 
agement of psychosomatic disturbances. At 
present in most psychosomatic problems one 
can do little more than attempt to treat the 
immediate situation. It is in the field of psy- 
chosomatic medicine that the joint efforts of 
the psychiatrist, internist, and surgeon are 
essential to achieve the best results. When 
hospitals and physicians are able to treat 
properly this type of case early, before the 
neurosis is fixed, and perhaps before the 
structural changes are irreversible, the bene- 
fit will be tremendous. 


DISCUSSION 


It is our experience that a psychiatric con- 
sultation service, without a ward service, is 
discouraging to the effective utilization of 
dynamic psychiatry. The interference, the 
noise and bustle of the active medical and 
surgical wards, the fact that confidential in- 
formation is not readily given when it is 
known that nurses, doctors, and students 
peruse the charts, the contradictory state- 
ments inadvertently made when several phy- 
sicians are consulted on a case all serve to 
discourage a good psychotherapeutic rela- 
tionship. 

It is not contended that a general hospital 
should serve in lieu of a mental institution. 
The objectives of a psychiatric service within 
the framework of a hospital must necessarily 
be limited to those cases that might respond 
to relatively brief therapeutic techniques: 
that is, neurotic and psychotic depressions, 
selected cases of early schizophrenia, psy- 
choses due to drugs and infections, and a 
wide variety of psychosomatic and psycho- 
neurotic disorders. “i 

General hospitals need not wait for the 
construction of new physical facilities for the 
establishment of psychiatric services. The 
acuteness of the need calls for the utilization, 
after modification, of present hospital facili- 


ties wherever possible. It is estimated that 
10% of hospital beds should be for psychi- 
atric patients. The basic organizational re- 
quirements for a psychiatric service do not 
differ too greatly from other ward services 
such as obstetrical, surgical, or neurological. 

For example, a 25-bed psychiatric unit 
should include 2 8-bed wards, male and fe- 
male, 4 isolation rooms, and 5 private rooms. 
Two quiet, interviewing rooms, a room for 
the admirfstration of electroshock therapy, 
and another room for insulin therapy may 
also be included. A physiotherapy and occu- 
pational therapy would be desirable. 

The problem of personnel is not insur- 
mountable. General duty nurses can be 
trained “on the job” for psychiatric nursing. 
Two or 3 visiting and one full-time psychi- 
atrists would be required along with 2 resi- 
dents and 2 interns. Two full-time secre- 
taries would be necessary for the recording 
of interviews, dispatching of follow-up com- 
munications, and liaison work with other ser- 
vices of the hospital. Two or 3 social 
workers and a psychologist for psychometric 
and Rorschach testing could function as part 
of the ward and outpatient services. 

The outpatient department requirements 
are not formidable. There should be quiet 
interviewing rooms with facilities for pento- 
thal therapy. A nurse, a secretary, and 2 
social workers should be present. Psycho- 
metric tests should be scheduled by the psy- 
chologist. 

The establishment of a psychiatric ward 
service within the framework of the general 
hospital would favor a more effective out- 
patient service, mainly because of the in- 
creased personnel and generally aroused in- 
terest. It is through the outpatient clinics of 
the general hospitals that this nation can 
meet, in part, the important need of treating 
early the great number of individuals with 
mild psychoneurotic and maladjustment dis- 
orders. This would provide a definite mea- 


sure to combat the great individual and so- 


cial waste that results from poor mental 
hygiene. 

The work of Bennett(2), Cobb(3), 
Ebaugh(4), Heldt(5), and others(6), pi- 
oneers in this movement, have demonstrated 
the practicality and success of psychiatric 
ward services in the general hospital. Prece- 
dent has been established in a few hospitals 
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in the east, midwest, and south. During the 
war armed services found it necessary to in- 
clude psychiatric services in all general hos- 
pitals, and psychiatric services are now being 
established in all general hospitals under the 
jurisdiction of the Veterans Administration. 

In the past, the training of psychiatrists 
has been limited almost entirely to the dark 
confines of overcrowded mental institutions, 
burdened with hopelessly deteriorated pa- 
tients. The present-day psychiatrists are 
welcoming the opportunity to participate in 
the vital spirit of modern medical research 
by working in general hospitals and medical 
schools, in an atmosphere where hope is not 
extinct, where facilities and opportunities for 
exploration in the basic medical sciences in- 
cluding psychoanalysis are within reach and 
a part of the training. Today the psychiatrist 
is prepared to return “home,” to work with 
his colleagues as a vital organ in the hospital 
body. 


SUMMARY 


1. The inclusion of a psychiatric ward ser- 
vice within the framework of the general hos- 
pital on a national scale is timely, practical, 
and economical. 

2. A review of psychiatric consultations at 
the Jefferson Hospital indicates that there is 
a wide variety of psychogenic illnesses that 
require more than a consultation service to 
treat effectively. 

3. Illustrative cases are cited as examples 
of types that may be treated adequately in the 
general hospital. 

4. It is suggested that hospitals modify 
existing facilities rather than wait for elab- 
orate new structures, for inclusion of psychi- 
atric lying-in services. 

5. Organizational and personnel require- 
ments are briefly outlined. 

6. With the inclusion of psychiatric ward 
services in the general hospital, the outpa- 
tient services would become more effective 
and thus a step forward would be made to- 
ward better national mental hygiene. 
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DISCUSSION 


Epwarp G. Bittrncs, M. D. (Denver, Cor.)—It 
has been a pleasure indeed to hear of the successful 
development of neuropsychiatry in the Jefferson 
Medical College Hospital as described by Drs. 
Keyes and Kaplan. 

It will not be many years before every modern 
general hospital will afford such facilities—just 
as surely as they presently include obstetrical ser- 
vices in their clinical offering to patients. What 
with the possibility of another recession being in 
the offing, hospital administrators are beginning to 
realize that the development of psychiatric facilities 
in their respective general hospitals may possibly be 
one of the main determinants of whether income 
will continue to balance the cost of operation. 

The development and operation of a_ psychi- 
atric service in a general hospital is not only eco- 
nomically sound, but, if the psychiatrists keep it 
from becoming isolated from medical and surgical 
services, it is one of the most effective vehicles for 
the education of both the layman and the medical 
man in matters pertaining to personality develop- 
ment, prevention, and definitive psychiatry. 

What with the obvious shortage of psychiatrists 
and with our realization that after all real mental 
hygiene and the definitive therapy of early cases 
of personality disorders are in the province of the 
general practitioner, internist, and surgeon, we must, 
through such developments just described and by 
practical demonstration, reveal to our confreres the 
fallacy of neuropsychiatric diagnosis by exclusion 
and the waiting for a neurosis or psychosis to 
exist before the patient is understood and treated 
as a person as a whole. My experience with physi- 
cians in other fields of medicine has convinced me 
that if we can help them eliminate the two fallacies 
I just referred to and give them but a modicum of 
what we know concerning psychotherapy, they are, 
as a rule, capable of being fairly astute neuropsy- 
chiatric diagnosticians and therapists—at least of 
being very able mental hygienists. 
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PRESENILE PSYCHOSIS 
OF Two CasEs wiTtH Brain Biopsy Sruptes ' 
PHILLIP POLATIN, M. D., PAUL H. HOCH, M.D., WILLIAM A. HORWITZ, M. D., 


AND 
LEON ROIZIN, M.D. 
New York, N. Y. 


Since cases of presenile psychosis do not 
occur too commonly, they are often not diag- 
nosed as such. The German and French 
psychiatric literature amply describe the dis- 
tinctive symptomatology and differential di- 
agnosis of these disorders. In the English 
literature less attention has been given to 
this clinical entity and the reports are mainly 
neuropathological and not clinical, the diag- 
nosis usually being made post-mortem. In 
fact, Gillespie stated that Alzheimer’s disease 
was not mentioned adequately in any English 
language textbook of psychiatry prior to 
1927. The first intra vitam diagnosis of 
Pick’s disease in this country was not pub- 
lished until 1934 when Kahn(1) reported 
one case. 

We have had the opportunity of observing 
a number of cases of presenile psychosis, in- 
dicating that if carefully evaluated clinically 
the diagnosis can be made more frequently 
than is being done at the present time. We 
are presenting the case histories of two pa- 
tients, a male and a female, showing this 
not clearly understood, clinical and neuro- 
pathological entity. On both of these pa- 
tients, brain biopsies have been done through 
the kind cooperation of Dr. Putnam of the 
Neurological Institute. 


CAsE HIsTorIES 


Case 1.—A. D., a white married male, 48 years 
of age, was admitted to the Psychiatric Institute 
May 29, 1945. He had been well until Sept., 1944, 
when he was discharged from the job he had held 
as a garment cutter for 20 years because he began 
to make errors in his work. He became confused 
and forgetful, disoriented for time and place, and 


1 Read at the 103d annual meeting of The Ameri- 
can Psychiatric Association, New York, N. Y., 
May 19-23, 1947. 

From the Departments of Clinical Psychiatry and 
Neuropathology of the New York State Psychiatric 
Institute, 722 West 168th St., New York City. 
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suffered a deterioration in his intellectual functions 
and a change in personality. 

The patient was born in Italy. He came to the 
United States at the age of 14 and was married at 
28. He had two adolescent daughters. He was de- 
scribed as a charming, agreeable person able to 
make and keep friends. He was kind, considerate, 
affectionate, and well adjusted in his marital rela- 
tions. About 6 months prior to admission he mani- 
fested no sexual desire. The patient’s mother, now 
deceased, is said to have had an illness similar to 
his. About the age of 40 she became confused 
and would wander away from home. One brother 
is now senile and is occasionally confused and 
forgetful. 

In Sept., 1944, it was noticed while at work that 
the patient, in cutting garments from patterns, was 
cutting all backs and no fronts. In Oct., 1944, he 
became confused and forgetful. He was disoriented 
for time and place. There was no concomitant 
change in the patient’s emotional expression. He did 
not appear to be depressed or agitated and had no 
crying or weeping spells. He tried to find another 
job but could not carry out the simplest tasks. His 
judgment became markedly impaired. He would 
drive through red lights without exhibiting any 
reaction. He was unable to repeat telephone mes- 
sages correctly. Table manners became poor and he 
was indifferent to food, eating anything that was 
placed before him. Cooking had previously been his 
hobby but now he was unable to indulge this pleas- 
ure because he could not assemble the proper in- 
gredients or carry out the instructions of the 
recipe. 

Mental examination revealed him to be confused 
and bewildered. His verbal productivity was 
markedly diminished with a prolonged reaction time 
in responding to questions. He exhibited very 
little emotional reaction except for mild anxiety 
and tension when asked a question which he could 
not answer. His thought content was extremely 
meagre. Sensorium was seriously involved in all 
phases, and insight and judgment were very poor. 
A Rorschach test showed a personality markedly 
affected by a cerebral organic disorder with indica- 
tions of involvement of the frontal lobes. 

Physical examination revealed a well-developed, 
well-nourished white adult male who presented no 
significant pathological physical findings except for 
suggestive tortuosity of retinal vessels. Urinalysis, 
blood count, blood chemistry, and serum choles- 
terol were all within normal limits. Blood and 
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spinal fluid Wassermann were negative. EKG 
normal. BMR was — 20 on test 1 and — 25 on 
test 2. Neurological examination was essentially 
negative with no aphasia, apraxia, or other focal 
neurological signs. Spinal fluid examination re- 
vealed a cell count of 1, Pandy negative, and total 
protein of 24 mg. percent. X-ray of chest and 
skull revealed no abnormalities. An EEG taken on 
June 5, 1945, manifested low amplitude alpha ac- 
tivity exhibiting slight irregularities in contour con- 
sistent with chronic cortical atrophy. A pneumo- 
encephalogram done on June 27, 1945, showed both 
lateral ventricles and the third ventricle well 
filled with air. There was slight dilatation of the 
lateral ventricles, suggesting right cerebral atrophy. 
There was also air in the basal cisterns and in the 
cerebral sulci. These latter were moderately dilated. 
The roentgenographic impression was a moderate, 
bilateral cerebral atrophy or hypoplasia. At this 
point a diagnosis of presenile psychosis, Pick’s dis- 
ease, was made. 

The course of the patient was a steady deteri- 
oration. He was markedly disoriented for time and 
place. His recent memory was very much affected 
and he could not remember things done a few hours 
ago. He seemed confused and bewildered most of 
the time. He was unable to dress himself and re- 
quired constant nursing care and supervision. On 
several occasions, at night, he put his street clothes 
over his pyjamas and then got into bed. His eating 
habits were very poor and he spilled food over him- 
self. His basic emotional attitude was one of dull- 
ness, lack of initiative, with no drive. This was oc- 
casionally punctuated by irritability, restlessness, 
and depression, which became especially apparent 
when he was confronted with tasks which he could 
not perform. For this he was given ambulatory 
insulin, which quieted him and stabilized him emo- 
tionally but did not influence the mental picture 
otherwise. 

On March 5, 1946, under local pentothal anes- 
thesia, a right temporal trephination opening, 3 x 
4 cm., was made and a block of cortex, 5 x 7 x 
9 mm., was taken from the middle temporal gyrus 
for histo-metabolic investigation. 


CasE 2.—C. R., a white, single woman, 39 years 
of age, was admitted to the Psychiatric Institute 
Dec. 10, 1945. Approximately 3 years ago beginning 
personality changes were noted. These were pro- 
gressive. About 10 months prior to admission mem- 
ory changes, ataxia of arms and legs, and incoordi- 
nation were first observed. 

The patient was born in the United States of 
Irish extraction. There was no history of mental or 
neurological disease in the direct or collateral line. 
There was no serious illness or accident during the 
patient’s entire life until the present illness. Since 
early childhood she had been of the introverted type 
of personality, retiring and reserved, confiding in 
no one. She was always considered bright and in- 
telligerit and very well thought of in her work as a 
secretary. About 3 years ago there was a noticeable 
change. She lost interest in her family affairs and 
would mismanage situations of responsibility. She 


became overinterested in the opposite sex whereas 
previously she was shy and reserved in their com- 
pany. About 10 months prior to admission it was 
noticed that she had difficulty in balance, walking, 
and coordination. She began to forget names and 
addresses, to speak slowly, to write with a tremor, 
and to show poor judgment. She seemed to have 
no thought for the future. She was slow in typing 
and made many errors. 

On admission, the patient appeared chronically 
ill. She was cooperative and sociable. Affect was 
tense and rigid. Her face was largely immobile and 
peri-oral tremor was present during conversation. 
Verbal productivity was diminished and reaction 
time to questions was slow. Orientation was intact 
for time, place, and person. Remote memory and 
recent past memory showed no gross impairment. 
Auditory memory showed slight defect, whereas 
visual memory manifested gross impairment. Cal- 
culation was poor. Psychometric examination and 
various psychological tests for deterioration revealed 
that the patient was basically of superior intelli- 
gence but at the time of testing her intellectual abili- 
ties were average with an I. Q. of about 99. There 
was evidence of marked intellectual inefficiency, a 
loss in memory for recently acquired materials, and 
some impairment in ability to think along abstract 
lines. A Rorschach examination demonstrated an 
organic cerebral disorder. 

Physical examination revealed a tall, asthenic, 
undernourished white adult female with no gross 
abnormalities on general physical examination. 
Urinalysis, blood count, blood chemistry, and serum 
cholesterol were all within normal limits. Blood 
and spinal fluid Wassermann were negative. EKG 
normal. BMR was — 12 on test 1 and — 16 on 
test 2. X-ray of chest and skull revealed no ab- 
normalities. Neurological examination showed im- 
mobility of facial muscles when at rest, but a peri- 
oral tremor during speech. Speech was slow and 
slurred. There was some akinesis. Loss of asso- 
ciated movements with some cog-wheel phenomenon 
was observed. Intention tremor and slight ataxia 
of both upper and lower extremities was present 
but mild. Deep reflexes showed no gross abnor- 
malities on repeated examination with no pyramidal 
tract signs. There was no aphasia, apraxia, or other 
focal neurological signs present. An EEG taken 
Dec. 13, 1945, showed a moderately abnormal rec- 
ord, diffuse in nature. An irregular pattern was 
noted with frequent fluctuations in the frequency, 
from 9 to 16 cps with irregularities in wave contour. 
The tracing was consistent with chronic cerebral 
changes. A pneumoencephalogram done on Jan. 21, 
1946, showed the entire ventricular system well 
filled. The lateral ventricles were slightly larger 
than average with no displacement or deformity 
of the ventricles. The cerebral sulci, particularly in 
the frontal and occipital regions, were widened. The 
impression was that of a bilateral cerebral atrophy. 
Spinal fluid examination revealed a cell count of 3, 
Pandy negative, total protein of 25 mg. percent, 
and colloidal gold curve of zero. Dynamics were 
free. At this point, a diagnosis of presenile psy- 
chosis, Pick’s disease, was made. 
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The patient manifested a progressive deteriora- 
tion in her intellectual capacities, in her emotional 
expressions, and in her personality structure and 
habit patterns. On March 5, 1946, under local 
pentothal anesthesia, a right temporal trephination 
opening, 3 cm. in greatest diameter, was made 
and a block of cortex, 5 x 5 x 7 mm., was taken 
from the underlying gyrus for histo-metabolic 
investigation. 


DISCUSSION 


The presenile psychoses, which include 
Alzheimer’s disease and Pick’s disease, offer, 
at times, difficulty in differentiation from or- 
ganic psychoses of various etiologies. These 
include such conditions as senile dementia, 
psychosis with cerebral arteriosclerosis, gen- 
eral paresis, brain tumor, and certain cases 
of schizophrenia. 

The differentiation from senile dementia 
must be made only when the clinical picture 
of Alzheimer’s or Pick’s disease occurs in 
the senium, which occasionally happens. In 
our two patients, their ages exclude a diag- 
nosis of senile psychosis. 

The differentiation from psychosis with 
cerebral arteriosclerosis is especially diffi- 
cult in the early stages of Pick’s disease. 
One of the distinguishing differential features 
is that the arteriosclerotic usually has com- 
plaints of headache, vertigo, poor concen- 
tration, and a subjective feeling of being ill. 
These manifestations do not usually occur 
in presenile psychosis. Stertz(2) stresses 
the fact that the memory impairment is more 
patchy in cerebral arteriosclerosis. Of equal 
diagnostic importance is the manner in which 
the focal neurological signs make their ap- 
pearance. In the presenile psychoses, these 
signs develop in an orderly and progressive 
manner whereas, in the arteriosclerotic, they 
make a sudden apoplectic appearance with 
subsequent recession. At this point we might 
mention that, while moderate arteriosclerosis 
of the brain and other parts of the body may 
occur in presenile psychosis, this does not 
make for a diagnosis of psychosis with 
cerebral arteriosclerosis. 

General paresis is distinguished by its 
characteristic serology in the blood and 
spinal fluid examinations. In the Lissauer 
type of general paresis where, in addition 
to the dementia, many focal neurological 
signs are present, a striking resemblance to 
Alzheimer’s disease is observed. However, 


the serological examination provides the 
differentiation. 

When the neurological signs are more 
prevalent on one side than on the other in 
presenile psychosis, a confusion with brain 
tumor is possible. However, the dementia 
seen in a presenile psychosis is generally 
more profound. Other important differential 
points are air studies, spinal fluid pressure 
readings, electroencephalogram, changes in 
the fundi, etc. 

When the diagnosis of presenile psychosis 
is established it is customary to evaluate the 
clinical symptoms in order to differentiate 
between Alzheimer’s and Pick’s disease. At 
present, this differentiation is of more ac- 
ademic than practical interest. It is even 
thought by some investigators that these two 
diseases are not fundamentally different but 
are merely clinical variations of the same 
metabolic disturbance of the brain. The age 
of onset of both diseases is about the same, 
although some authors claim that Alzheim- 
er’s disease presents itself at an earlier age. 
The sex distribution favors the female in 
both diseases. An insidious onset with slow 
progress is common to both although acute 
forms of Pick’s disease have been described. 
The course of the illness is more rapid 
in Alzheimer’s disease and Rothschild(3) 
states that the average duration here is 4 
to 6 years. Ferraro and Jervis(4) indicate 
that the duration in Pick’s disease is from 
2 to 10 years. In both of these disturbances, 
a marked similarity exists in the beginning 
of the illness before all the signs and symp- 
toms are manifest and also in the final 
stages when marked deterioration is pres- 
ent. Usually, however, differences are appar- 
ent which are not always conclusive. The 
differentiation can be grouped under 3 head- 
ings: mental changes, aphasic-apractic dis- 
turbances, and certain other neurological 
manitestations. 

Under mental changes, memory defect is 
an early symptom in both diseases, although 
in Alzheimer’s it appears earlier and is more 
widespread. In Pick’s disease the memory 
disintegrates more slowly and is usually 
fairly well retained for remote events. Con- 
fabulation is prominent in Alzheimer’s dis- 
ease but rare in Pick’s. Emotional changes 
occur early in both disturbances. These 
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Fic. 1. Case 1.—Various degrees of cellular changes, marked rarification of 
ganglion cells, small acellular areas, and disorganization of the cortical cytoarchi- 
tecture. Nissl stain. Medium power magnification. 
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Fic. 2. Case 2.—Dropping of ganglion cells and small acellular areas, some disorganiza- 
tion of the cortical cytoarchitecture particularly of the upper layers. Nissl stain. Low power 


magnification. 
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Fic. 3. Case 1.—Small acellular area, shadow cells, very severe shrink- 
age of nerve cells with pyknosis of the nuclei and corkscrew changes of 
the axons. Nissl stain. High power magnification. 
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changes are more pronounced in Pick’s dis- 
ease where dullness, inactivity, lack of initia- 
tive, irritability, euphoria, or depression are 
usually evident. Many Alzheimer cases 
present, in contrast to Pick’s disease, a rather 
characteristic state of hyperactivity. They 
manifest prolonged periods of restlessness or 
they may engage in senseless activity, the 
so-called occupational delirium. If hyperac- 
tivity is present, it is probably the most sig- 
nificant feature pointing to an Alzheimer’s 
disease and this is in direct contrast to the 
underactive, mainly akinetic Pick’s cases. 
Emotional deterioration progresses more 
rapidly in Pick’s disease and especially habit 
deterioration. This is most marked when the 
frontal lobes are mainly involved. 

Asocial and immoral acts occur in Pick’s 
disease but infrequently in Alzheimer’s. In 
the latter condition the outward behavior of 
the patient is usually very well preserved in 
contrast to the marked intellectual deterior- 
ation. Psychotic symptoms such as hallucin- 
ations and delusions are more common in 
Alzheimer’s than in Pick’s where the patients 
are relatively unproductive. 

Aphasic, apractic, and agnostic disturb- 
ances may occur in both disorders. The 
aphasias of Alzheimer’s disease are difficult 
to classify, often falling into the group of 
amnestic aphasias, while the aphasia in 
Pick’s disease, if present, is of the sensory- 
motor type. The presence of apraxia and 
agnosia is characteristic of Alzheimer’s dis- 
ease, occurring very rarely in Pick’s. 

Focal neurological signs occur in both 
disorders. The pyramidal tract may also be 
involved in both conditions but the involve- 
ment is usually mild. Extrapyramidal mani- 
festations such as rigidity, cog-wheel phe- 
nomenon, and loss of associated movements 
can occur in both diseases but are more 
frequently seen in Pick’s. Frontal lobe signs 
such as forced grasping, sucking, masticat- 
ing, etc., are characteristic of Pick’s disease 
rather than Alzheimer’s. 

Finally we would like to remark that ep- 
ileptic attacks are very frequent in Alzheim- 
er’s disease, while rare in Pick’s. 


NEUROPATHOLOGIC AND HISTOMETABOLIC 
FINDINGS 


The sections were studied with the fol- 
lowing methods: Nissl, Bielschowsky, H. & 


E., and Einarson for nerve cells ; Sudan ITI, 
Sudan Black B.; Lorrain-Smith and Smith- 
Dietrich (modified) for fat-like substances ; 
some histochemical studies were also based 
on physical chemical properties of the fat 
products for polarized light and their solu- 
bility in various cold fatty solvents. Spiel- 
meyer and Roizin’s combined method for 
myelin sheaths and fatty products of myelin 
degeneration; Hortega, Cajal and Holzer 
for glia; Bielschowsky and Bodian (modi- 
fied) for neurofibrils; Braunmuhl for senile 
plaques; iron hematoxylin and safranin for 
hematoxylinophilic and safraninophylic bod- 
ies, and stains of the aniline series for 
special granular products were used. Vari- 
ous modifications of Gomori’s(5, 6, 7) orig- 
inal method for phosphatases were applied. 
Several methods for iron and sederophilic 
pigments as well as v. Kossa’s method for 
calcium were also used., In addition various 
methods for indophenol oxidase and peri- 
oxidase were applied on fresh and fixed 
sections. 

In these two cases the morphologic and 
histometabolic changes appeared similar, and 
will therefore be discussed together. 

The microscopic studies revealed degener- 
ative changes of a large number of ganglion 
cells as evidenced by different degrees of 
morphologic alterations. They varied from 
simple chromatolysis up to complete disin- 
tegration of the individual cells, thus lead- 
ing to a rarifaction of nerve cells, acellular 
areas, and occasionally to some disorganiza- 
tion of the cytoarchitecture of the grey 
matter. These changes were more pro- 
nounced in the first case (Fig. 1) than in 
the second case (Fig. 2). Marked shrinkage 
of the cell body with pyknosis of the nucleus 
was the most frequent feature also in the 
first case (Fig. 3). In addition, in both 
cases a few nerve cells showed enlargement, 
marked chromatolysis or disappearance of 
the Nissl bodies, and displacement of the 
nucleus toward the periphery. A large num- 
ber of these cellular elements were loaded 
with a pigment which stained blue or green- 
ish with the cytological methods (Nissl, 
Einerson, and H. & E.) Some of this ma- 
terial was also stainable with several methods 
for fatlike substances. In addition they ap- 
peared saphraninophylic, fuchsinophilic and 
anilinophilic in character. Most of these 
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substances, which appeared generally under 
the aspect of granular material, were insol- 
uble in cold alcohol, acetone, xylon, benzene, 
and ether. 

Concomitantly with the morphological 
changes and destruction of nerve cells, pro- 
liferation of glia elements both in hyper- 
trophic and hyperplastic direction had taken 
place. At times the increase was more marked 
in the superficial cortical layers, where a 
marginal gliosis was observed. Occasion- 
ally slight gliosis, particularly in Cajal prepa- 
rations, was seen in the immediate subcorti- 
cal region. 

Various silver impregnation techniques 
including Bielschowsky and Bodian, Hortega 
and Braunmuhl failed to show senile plaques 
and neurofibrillar alteration of Alzheimer. 

The white matter as seen in myelin sheath 
preparation did not disclose appreciable path- 
ologic changes with the exception of some 
slight perivascular demyelination associated 
with a few compound granular corpuscles 
containing lipoid material and which was 
seen only on two occasions. 

No appreciable arteriosclerotic changes in 
blood vessels were noted in the studied 
material. 

The character, the intensity, and distribu- 
tion of the indophenol and perioxidase re- 
actions appeared very variable. In most 
instances, however, it was reduced in inten- 
sity and diminished or absent in the ganglion 
cells or segments of cellular body which, 
with the serial cytological methods and some 
histochemical techniques, revealed marked 
chromatolysis or presence of degenerative 
material as mentioned above. However, sev- 
eral nerve cells presented an intense reaction 
which was distributed evenly throughout the 
cytoplasm of the cellular elements, and only 
in some instances granular material was 
present also in the nucleoplasm. In the ma- 
jority of these cells some granular reaction 
was seen also along the dendrites and part 
of the axis cylinder. Several of these cells 
revealed an increased reaction of the phos- 
phatases, particularly in the cells which 
in serial cytological preparations appeared 
somewhat enlarged and frequently associ- 
ated with more or less marked chromatolysis 
and displacement of the nucleus toward the 
periphery. 


The iron reactions as revealed by various 
modifications of Tirmann-Schmelzer’s and 
Perl’s methods were limited only to the 
cytoplasm of the nerve cells. In some neu- 
rons the reaction had a somewhat similar 
distribution to Nissl bodies; in others it was 
more intense at the periphery of the nerve 
cells or limited to segments of the cells, 
mostly peripheral. Quite frequently the iron 
reaction was also very similar in location 
to that of the indophenol oxydases and 
peroxydases. 

In some markedly shrunken ganglion cells 
Kossa’s modified method for calcium dis- 
closed the presence of a few small, irregular, 
black granules. 

In view of the following points (added to 
the clinical data): (1) atrophic changes of 
the neurones, presence of acellular areas and 
some disorganization of the cytoarchitecture, 
particularly in the first case; (2) staining 
and histochemical properties of the intra- 
cellular granular material belonging to lipo- 
chrome pigment; (3) marginal and subcor- 
tical gliosis, more pronounced in the first 
case; and (4) absence of arteriosclerotic 
changes—the histologic alterations may be 
classified under the group of presenile proc- 
esses. Furthermore, the absence of senile 
plaques and neurofibrillary changes of Alz- 
heimer will be more indicative of Pick’s 
than of Alzheimer’s variety of presenile 
psychosis. 

To what extent the histo-metabolic studies 
may be of diagnostic assistance it is difficult 
to say at the present time. It is of signifi- 
cance, however, to mention that in recent 
years several of the above mentioned histo- 
chemical procedures have been used not only 
with the purpose of revealing substances in 
their intracellular location but also to provide 
a morphologic basis for the understanding 
of processes underlying different phases of 
functional activity, as well as some particular 
abnormal conditions (Gersh and Bodian(8), 
Bodian and Mellors(9), Emmel(10), Roizin 
(11), et al.). Some of the morphologic 
changes and the histo-metabolic findings in 
the studied biopsies seem to corroborate 
these correlations. 

However, because of the fact that such 
histo-metabolic investigations in brain biop- 
sies of presenile psychoses were never before 
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performed, the interpretation and correlation 
of these findings with the cytologic alter- 
ations must be reserved until we shall gain 
more knowledge and experience from further 
similar investigations done not only in ex- 
perimental animals but also in human beings 
in various pathologic conditions. 


SUMMARY AND CONCLUSION 


Two cases of Pick’s disease are presented 
in which brain biopsy studies were made. 
The clinical, differential diagnostic, and neu- 
ropathological aspects of these cases are 
discussed. 

This long neglected and poorly under- 
stood clinical éntity—the presenile psycho- 
sis—is now receiving the close attention and 
careful scrutiny of more progressive neuro- 
pathologists and biochemists. The emphasis 
is no longer on changes in morphology but 
rather on the alterations occurring in the 
metabolism of brain tissue. With newer 
methods and finer techniques we can look 
forward to a better understanding of pre- 
viously obscure neuropsychiatric disorders. 
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EARLY SENILE DEMENTIA IN MONGOLOID IDIOCY ? 


GEORGE A. JERVIS, 


It is a matter of common observation that 
patients suffering from mongoloid idiocy 
show little tendency to develop psychotic 
manifestations which not rarely taint other 
types of mental deficiency. In fact, the emo- 
tional stability and happy disposition of these 
patients have been repeatedly commented 
upon. 

However, in the few mongoloid idiots who 
reach the fourth or fifth decade of life, 
remarkable personality changes may occur, 
resulting from intellectual and emotional 
deterioration. In these patients, the under- 
lying brain lesions are those of pathological 
senility. The term early senile dementia 
seems appropriate to characterize this reac- 
tion which shows the clinico-pathological 
features of senile dementia, but develops at a 
considerably earlier age than the commoner 
type. 

Although this condition appears of interest 
to the study of both mongoloidism and 
senility, it has escaped attention thus far. 
It is the purpose of this paper to report and 
briefly comment on it by describing the 
clinical and pathological findings of 3 mongo- 
loid patients, aged respectively 47, 42, and 
35 years. 


REPORT OF CASES 


Case 1.—B. D. (No. 13165), a white woman 
47 years of age, was admitted to Letchworth Vil- 
lage July 2, 1947. There was nothing of signifi- 
cance about the family history. Patient’s birth was 
normal. No diseases occurred in infancy, but men- 
tal development was retarded. She walked at 3 
years, talked in sentences at 5 years, and later 
learned to read a few words. The diagnosis of 
mongolism was established in childhood. The pa- 
tient spent most of her time at home under the care 
of her mother. She was affectionate, even-tempered, 
always cheerful, and interested in her simple man- 
ual tasks around the house. An IQ was not de- 
termined while at home, but there was sufficient 
information which makes it possible to estimate 
retrospectively that her IQ was between 40 and 50. 

Beginning at the age of 42 years, a slowly pro- 
gressive mental deterioration was observed. The 


1From the Research Department, Letchworth 
Village, New York State Department of Mental 
Hygiene, Thiells, New York. 
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patient gradually lost interest in her daily tasks, 
refused to work, became apathetic, showing little 
emotional reaction toward her mother, whom pre- 
viously she cherished. At times, she was irritable 
and depressed. While previously she had been very 
fond of people, she would now spend many hours 
by herself. Vocabulary became more restricted and 
was soon limited to a few words. At 44 years she 
was unable to feed herself, later became untidy and 
developed tremors of the hand. At 46 years of age, 
it was noted that she was unsteady on her feet. 

On admission, she showed all the physical traits 
of mongoloidism. She looked older than her actual 
age. She was bedridden and unable to walk. The 
motility of lower extremities was impaired. Deep 
reflexes were hyperactive throughout; bilateral 
Babinski was present. Sensory changes could not 
be demonstrated. -There was incoordination of 
finger to nose movements and fine tremors of the 
outstretched hands were present. The IQ was be- 
low 10. She mumbled a few unintelligible words, 
showed no interest in her surroundings, had to be 
fed, was incontinent of feces and urine, and could 
be aroused with difficulty from a continuous state 
of semi-torpor. Systemic examination was negative. 
Blood pressure was 100/70. There was a mild hy- 
pochromic anemia. Spinal fluid examination showed 
no abnormalities. 

The patient died of hypostatic pneumonia on Nov. 
20, 1947. 

The autopsy (No. 396) was limited to the brain. 
The convolutions were moderately atrophic and 
sulci gaping. The lateral ventricles were dilated. 
There was no gross evidence of arteriosclerosis. 
The weight of the brain was 1,030 gm. 

Histological examination showed conspicuous 
changes. In silver preparations (Bielschowsky and 
Braunmithl) senile plaques were found throughout 
the cerebral cortex (Fig. 1). They varied in size 
from the very minute “simple” plaques to large ones 
showing a central nucleus surrounded by a crown. 
The latter were usually present in the deeper layers 
of the cortex, the former in the superficial ones. 
The plaques varied in number, being few in some 
sections and so many in others as to occupy one 
third of the microscopic field. Usually, the super- 
ficial cortical layers showed a larger number of 
plaques than the deeper ones. The plaques were 
present in about equal number in the various lobes 
of the cortex, although considerable unevenness of 
distribution was found from section to section 
within the same region. In the subcortical white 
matter, plaques were occasionally observed, and a 
few were present in the striatum and the molecular 
layer of the cerebellum. 

In the same silver preparations, neuron cells 
showing Alzheimer’s neurofibrillary degeneration 
were observed (Fig. 2). They varied considerably 
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Fic. 1—Senile plaques in the cerebral cortey. Prauzmuhl’s method. 
Low power magnification. 
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Fic. 2——Alzheimer’s neurofibrillary changes in neuron cells of the cerebral cortex. 


Bielschowsky’s method. High power magnification. 
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Fic. 4.—Calcium deposit in the cerebellum. Alizarin Red. 
Low power magnification. 


PLATE 4 


1948 


from fr 
present 
of the 
of deg: 
In st 
tical ni 
normal 
The s 
volved 
remair 
age of 
(Fig. 
cells. 
ing ce 
nuclei 
was li 
it stai 
with § 
of the 
ing 
striatu 
olives 
Sect 
Holze 
fibrou 
often 
oligog 
Horte 
hemis: 
appea 
Sm 
lidum 
staine 
ence 
pallid 
corte? 
cular 


Ca: 
age 
June 
able < 
tive. 
She 
ment 
in he 
missii 
well- 
simpl 
read 
She | 
dress 
work 
beha’ 
tantr 
ture 
estin 

A 
abou 
easil: 
per 1 
sode: 
to de 
venl} 


the 


> 
‘ ¢ 
ass b 
> - ad 
«-@ 2 & 
if J de 
* 
b 
4° 
Fic. 3.—Sclerotic changes of the cortical neuron cells. Nissl’s stain. Medium power magnification. 
¥ 
— 
| 


PLATE 


ion. 


4 


1948] GEORGE A. JERVIS 103 


from region to region, numerous altered cells being 
present in some, none in many others. The region 
of the Ammon’s horn contained the largest number 
of degenerated cells. 

In sections stained with Nissl method, many cor- 
tical neuron cells had disappeared. As a result, the 
normal architecture was considerably disturbed. 
The supragranular layers were usually more in- 
volved than the infragranular ones. Many of the 
remaining nerve cells showed alterations. Shrink- 
age of the cell body with pycnosis of the nucleus 
(Fig. 3) was found to affect many large pyramidal 
cells. Lipoid infiltration of the cytoplasm involv- 
ing cells of the cortex as well as of the subcortical 
nuclei was a common finding. The lipoid substance 
was little soluble in the common solvents of fats; 
it stained yellowish with thionine and dark red 
with Sudan III. It filled at times about two-thirds 
of the cytoplasm, displacing the nucleus but caus- 
ing no swelling of the cell. The large cells of the 
striatum, the pallidum, the dentate nuclei, and the 
olives were conspicuous for this type of alteration. 

Sections stained with glia methods (Cajal, 
Holzer) showed an increase of both cellular and 
fibrous cortical glia. Proliferated glia cells were 
often seen to surround senile plaques. Micro- and 
oligoglia showed no conspicuous alterations in 
Hortega’s preparations. The white matter of the 
hemisphere showed no demyelination. Blood vessels 
appeared normal. 

Small globules of calcium were found in the pal- 
lidum usually in perivascular location. Sections 
stained with Turnbull’s method showed the pres- 
ence of increased amount of iron in the globus 
pallidus, the striatum and, to a less extent, the 
cortex. Iron granules were seen both in perivas- 
cular space and in the parenchyma. 


Case 2.—D. L. (No. 13152), a white woman, 
age 42, was admitted to Letchworth Village on 
June 18, 1947, because she had become unmanage- 
able at home. The family history was entirely nega- 
tive. The patient had no diseases of significance. 
She was retarded in physical and mental develop- 
ment and a diagnosis of mongoloid idiocy was made 
in her early age. Her entire life previous to ad- 
mission to the hospital was spent at home in a 
well-protected environment. She could talk in a 
simple but understandable way and was able to 
read and write a few words and simple sentences. 
She was clean in her habits and able to feed and 
dress herself. She would do some simple house- 
work every day, was docile, cheerful, and well 
behaved with the exception of occasional temper 
tantrums of short duration. From the over-all pic- 
ture of her performances while at home, one may 
estimate that her IQ was probably about 4o. 

A remarkable change in behavior was noted at 
about the age of 38. She became seclusive, moody, 
easily crossed, and increasingly destructive. Tem- 
per tantrums became more frequent and short epi- 
sodes of noisy excitement appeared. She refused 
to do her daily work around the house, became slo- 
venly, and her speech appeared to deteriorate. At 
the same time, she exhibited voracious appetite, 


eating indiscriminatingly all kinds of food. This 
change of behavior became progressively so severe 
that admission to an institution was necessary. 

Examination on admission showed the typical 
physical features of mongoloid idiocy. In addition, 
there were some hirsutism, a feature generally not 
seen in this disease, and obesity, generalized in dis- 
tribution. Deep reflexes were hyperactive and a 
questionable Babinski sign was elicited. Tremors 
of outstretched hands were present. Severe intel- 
lectual defect was present, the IQ being below 20. 
The patient was restless, untidy, noisy, and de- 
structive. On several occasions she was observed 
during acute episodes of excitement. She would 
show marked motor agitation, scream incompre- 
hensible words, apparently reacting to hallucina- 
tory experiences. She would quiet down only when 
physically exhausted. 

On July 15, 1947, she suddenly died. Post-mor- 
tem examination (No. 387) showed evidence of 
acute pulmonary infiltration. The brain weighed 
960 gm. Its convolutions were atrophic through- 
out and the pia thicker than normal. On histologi- 
cal examination, a large number of senile plaques 
were demonstrated by the Braunmiihl and Biel- 
schowsky’s methods throughout the entire cerebral 
cortex. Usually the superficial layers contained 
numerous minute plaques which occasionally were 
confluent in arrangement while in the deeper layers 
larger, but scantier, plaques were present. The 
number of plaques varied widely but were found in 
all available sections. Alzheimer’s neurofibrillary 
changes were not observed, but occasionally a blood 
vessel was seen showing the plaquelike incrustation 
described by Scholtz(1). No plaques were present 
in the basal ganglia, the thalamus, or the cerebellum. 

In sections of the cortex stained with Nissl’s 
method small acellular areas were present cor- 
responding presumably with the location of senile 
plaques. Pigmentary infiltration of neurons was 
conspicuous throughout the entire cortex, the basal 
ganglia, and the thalamus. Large cells, including 
the Betz cells, appear to be more infiltrated than 
the small ones. The pigment, yellowish in color and 
insoluble in alcohol-ether, was seen to occupy at 
times half of the cytoplasm. 

Some increase of macroglia throughout the cor- 
tex was present in Cajal’s preparations. The mi- 
croglia appeared inactive when stained with Hor- 
tega’s method. The myelin of the hemispheres was 
normal. The blood vessels showed no changes of 
the arteriosclerotic type. Small amounts of calcium 
were found in the pallidum. The cerebellum showed 
a curious alteration. In several folix, large 
amounts of calciumlike substance were found within 
the granular layer and the central core (Fig. 4). 
It consisted of large globules exhibiting the reac- 
tion of both calcium and iron, scattered irregularly 
in the tissue or collected around blood vessels. 
These often showed hyalinization of the wall. 


Case 3.—W. O. (No. 12855), white, male, age 
34 years, was admitted to Letchworth Village on 
Nov. 29, 1946, because he had become destructive 
and unmanageable at home. The paternal grand- 
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mother had died at the age of 90 years after spend- 
ing 45 years in a psychiatric hospital. The nature 
of her disease was unknown. All other members 
of the family showed no evidence of mental 
abnormality. 

There was nothing remarkable about patient’s 
early history besides marked retardation in develop- 
ment. In childhood he was recognized as a mon- 
goloid idiot. He spent several years in a private 
institution where he learned to talk and to do a 
few simple tasks. He was said to have reached the 
first grade of grammar school. His IQ was vari- 
ably estimated between 40 and 50. From the age 
of 10 years until the time of admission to the hos- 
pital, he remained at home. He was well behaved, 
docile, cheerful, even tempered, clean in his habits, 
able to dress himself, and to eat without help. He 
would help with the housework and spend much 
of his time looking at picture magazines and play- 
ing quietly with toys. At about the age of 31 
years, a change of behavior became noticeable. He 
was moody and easily irritated. He grew more and 
more disinterested in his toys and spent much time 
wandering outside the house, particularly at night. 
He was restless and noisy, more during the night 
than during the day. He refused to obey orders, 
showed often temper tantrums, and was difficult to 
manage. Comprehension seemed poorer than be- 
fore. This striking change in behavior was grad- 
ual in development but progressed in some 2 years 
to the point when constant supervision became 
necessary. 

On admission, the examination showed the char- 
acteristic features of mongolian idiocy. In addition, 
there was a fine tremor of the outstretched hands 
and the deep reflexes were hyperactive. The IQ 
was 20. He cooperated poorly, was antagonistic, 
and refused to perform the simplest tasks. On the 
ward he was destructive, tearing apart clothes and 
bedding. He was restless, showed periods of noisy 
excitement, and often stubbornly refused any food. 
His vocabulary was limited to a few words. He 
was untidy in his habits. He died on Feb. 12, 1947, 
of acute bronchopneumonia. 

At autopsy (No. 362), the brain weighed 950 gm, 
the convolutions being somewhat atrophic. In sec- 
tions stained with Nissl’s method, the normal 
cortical architecture was considerably disturbed be- 
cause of the presence of small acellular areas scat- 
tered without order and symmetry throughout the 
various layers. In sections stained with Braun- 
miihl’s method, numerous senile plaques were seen 
in all regions of the cerebral cortex. The plaques 
were usually small and of the so-called simple type 
but were present in large number in every section. 
The superficial layers of the cerebral cortex were 
more involved than the deep ones. Variations in 
number and size of plaques were observed from 
section to section, but no particular region was 
more markedly affected than others. No demon- 
strable reaction of macro- or microglia around the 
plaque was seen. Plaques were not observed out- 
side the cerebral cortex. 

Alzheimer’s neurofibrillary changes were seen 
occasionally in cortical pyramidal cells. Through- 


out the cortex, in the thalamus and basal ganglia, 
many nerve cells showed pigmentary infiltration. 
The pigment was little soluble in alcohol or ether, 
stained yellowish with thionine and orange with 
Sudan III. The nucleus of these cells was often 
displaced and showed at times degenerative changes. 
More common types of cellular degeneration in- 
cluding shrinkage and atrophy were frequently seen 
throughout the cerebral cortex. Satellitosis was 
increased in the deep layers. The white matter of 
the cerebral hemisphere was normal in myelin 
preparations. The perivascular space of some blood 
vessels contained a few scavenging cells laden with 
fat. Arteriosclerotic changes were not demon- 
strated. In the basal ganglia there were numerous 
globules of amorphous substances which showed 
the reactions of calcium. These globules, varying 
in diameter from 50 to 200 microns, were usually 
seen to collect in the proximity of the small blood 
vessels of the pallidum, occasionally of the putamen. 
In the cerebellum many Purkinje cells had dis- 
appeared, but no other pathologic findings were 
apparent. Notable were the neuron cells of the 
inferior olives because of marked pigmentary infil- 
tration. Turnbull’s reaction for iron gave results 
similar to those found in Case 1, although less 
severe in character. 


COMMENT 


The clinical manifestations presented by 
these patients fit into the organic type of 
reaction usually seen in senile psychosis. 
Although the mental symptomatology was 
scanty because of the limited intelligence of 
the patients, the essential traits of senile 
dementia are apparent. Remarkable was the 
intellectual deterioration, which was gradual 
in onset and slowly progressive, all patients 
showing decrease of some 20-30 points in 
IQ. Deterioration of emotional responses 
was also evident in all cases ; apathy was the 
outstanding feature in Case I, and in Cases 
2 and 3 there was a striking change from 
cheerfulness to sullenness. Since mongo- 
loids show a peculiar tendency to emotional 
display, changes of this type are more apt 
to be noted than intellectual deficit, particu- 
larly in patients whose original IQ is so low 
that exact measurement of intellectual de- 
terioration is difficult. Personal habits of 
cleanliness were lost at an early stage in all 
cases. Changes in content of thought are 
difficult to evaluate in patients of such limited 
intelligence ; however, the episodes of excite- 
ment which were observed in Case 2 were 
apparently on a hallucinatory basis. Changes 
of personality and behavior resulting from 
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this mental deterioration were conspicuous 
in all cases. 

Evidence of central nervous involvement 
was apparent also from neurological mani- 
festations. Increase of tendon reflexes and 
fine tremors of outstretched hands were 
present in all cases, while Case 1 toward the 
end showed, in addition, paresis of the 
extremities. 

The pathologic lesions of the brain which 
were demonstrated in the 3 patients showed 
the characteristic features of senility, 1.e., 
dropping out of neurons with consequent glia 
reaction, severe pigmentary degeneration of 
nerve cells, Alzheimer’s neuro-fibrillary de- 
generation, and the presence of numerous 
senile plaques. Other histologic details such 
as increase of iron pigment and deposits of 
calciumlike substance within the brain are 
also commonly seen in senile brains. 

The presence of these extensive brain 
changes of the senile type is remarkable be- 
cause of the relatively young age of the 
patients. However, two similar findings have 
been previously described. Struwe(2) men- 
tions briefly the presence of senile plaques 
in a 37-year-old mongoloid, and Bertrand 
and Koffas(3) described the case of a mon- 
goloid idiot, 42 years old, in whose brain 
numerous senile plaques were found, but 
there are no clinical data to indicate that 
mental changes occurred during the life of 
these patients. 

The question may be raised as to whether 
the pathological lesions here described are 
simply the manifestations of early physio- 
logical senescence of the brain in individuals 
of short life span or are the result of morbid 
processes of the type underlying senile de- 
mentia. To be sure, brain lesions of the 
senile type have been described in old indi- 
viduals who never showed mental abnor- 
malities(4). However, extensive and severe 
changes comparable with those found in the 
present cases are usually associated with 
demential conditions. Moreover, when the 
clinical manifestations of these patients are 
taken into consideration together with the 
pathological lesions, there remains little doubt 
that one is actually dealing with the clinico- 
pathological syndrome of senile dementia. 
It is worth noting that arteriosclerotic lesions, 


which so often complicate the picture of 
senile dementia, are conspicuous by their 
absence. 

That early senile dementia is common 
among mongoloid idiots is apparent from 
the fact that, of 5 patients above 35 years 
of age who were studied in order to demon- 
strate this type of reaction, 3 showed clinico- 
pathologic evidence of the disease. More- 
over, in a clinical study of some 10 old mon- 
goloids(5) it was found that in 5 of them 
personality changes had occurred during the 
fifth decade, suggesting the diagnosis of 
senile psychosis. However, in these patients, 
clinical evidence not corroborated by patho- 
logical investigation is difficult of evaluation. 

The finding of this peculiar tendency of 
mongoloid idiots to develop premature senile 
dementia may offer some clue with regard 
to the problem of pathologic aging of the 
brain. It justifies the hypothesis that certain 
etiological factors which play a role in 
mongolism may be similar to those re- 
sponsible for some of the senile changes, 
thus suggesting lines of future research. 
As a matter of example, one may point out 
that evidence of endocrine imbalance in 
mongolism has been found, especially with 
regard to the corticotropic hormone of the 
pituitary and the adrenal cortical hormone 
(6). It is possible that a search of similar 
imbalances in senility will bring forth some 
significant data. 


SUMMARY 


In 3 mongoloid patients aged respectively 
47, 42, and 37 years, personality changes 
and mental deterioration were observed. 
Pathologically, evidence of senile changes 
was obtained consisting of degeneration of 
neurons, numerous senile plaques, and Alz- 
heimer’s neurofibrillary changes. 

With the exception of the age of onset, 
the clinical and pathological manifestations 
are those of senile dementia. 

Since mongoloid patients show a marked 
tendency to develop this type of reaction, it 
is suggested that the study of it offers some 
information which may contribute to a 
better understanding of the causes of senile 
dementia. 
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PSYCHIATRIC OBSERVATIONS ON INDUCED VITAMIN B COMPLEX 
DEFICIENCY IN PSYCHOTIC PATIENTS * 


OSCAR KREISLER, M.D., ERICH LIEBERT, M.D., ano M. K. HORWITT, Pu. D. 
Elgin, Ill. 


Reports on mental disturbances in clinical 
cases of vitamin B deficiency have not been 
rare and recent observations on behavior 
disturbances of internees in concentration 
camps and prisoner-of-war camps, published 
in America and England, have emphasized 
the importance of adequate nutrition, in gen- 
eral, and of a certain minimum allowance of 
thiamine, in particular, in human behavior. 

However, controlled experimental studies 
disclosing behavior disturbances based on 
vitamin B deficiency have not been numerous. 
Some of them, especially those reporting the 
absence of mental abnormality and other 
changes, had the handicap that they could 
not be extended long enough to cause severe 
nutritional depletion and to permit the defi- 
nite statement that the diet was inadequate. 

R. D. Williams, et al.(1, 2), in their in- 
duced thiamine deficiency studies observed 
significant mental changes which varied with 
the degree of restriction. While in mild thia- 
mine deprivation their subjects presented a 
picture resembling neurasthenia character- 
ized by depression, irritability, fearfulness, 
confusion, and uncertainty of memory; in 
severe restriction they observed the develop- 
ment of serious apathy and confusion. Ancel 
Keys and co-workers(3) saw the develop- 
ment of mental deterioration with apathy, 
depression, and hypochondriasis in young 
men who, after undergoing a phase of mild 


1 Read at the 103d annual meeting of The Ameri- 
can Psychiatric Association, New York, N. Y., 
May 19-23, 1947. 

From the Elgin State Hospital, Elgin, Ill. 

Sponsored by the Committee on Nutritional As- 
pects of Ageing, Food and Nutrition Board, Na- 
tional Research Council. The project was supported 
by the Josiah Macy, Jr., Foundation, and Milbank 
Memorial Fund. A comprehensive report of this 
project under the title “Investigations of Human 
Requirements for B Complex Vitamins, 1943-46” 
is at present in press to be published as a Bulletin 
of the National Research Council. This report gives 
a more detailed description of methods and proce- 
dure in this study. 


restriction, were severely depleted of vitamin 
B complex. 

This paper will report some of the mental 
changes observed in patients of the Elgin 
State Hospital in the course of a study of a 
long-term vitamin B complex deficiency. 

The subjects selected for this study were 
divided into 3 groups, with 12 men in each 
group. The first 2 groups, A and B, respec- 
tively, received a daily diet containing about 
2,200 calories, which was made adequate in 
all the essential nutritional elements except 
members of the vitamin B complex. It con- 
tained only 400 mcg. of thiamine and 800 
meg. of riboflavin. 

The B group served as control for the first 
2 years of the experiment and received a 
daily supplement of a yeast extract which 
provided daily 6 mg. thiamine, 1.5 mg. ribo- 
flavin, 10 mg. niacin, 0.6 mg. pyridoxine, 3 
mg. of pantothenic acid, and an unknown 
amount of folic acid. 

The members of the third, the C group, 
were maintained on the customary diet of the 
hospital and ate it ad libitum. 

After 2 years the supplemented (B) group 
was placed on a diet which was more severely 
restricted in content of B complex, for it 
contained only 200 mcg. of thiamine and 800 
meg. riboflavin; thus the B group was 
changed from a control group into a group 
more severely restricted than the A group. 

The younger patients in our experimental 
groups were cases of schizophrenia exclu- 
sively ; the older men had simple senile de- 
terioration or other types of functional or 
organic psychosis. All these patients when 
they entered the study had been in the hos- 
pital for a minimum of 2 years and their 
behavior patterns were well known to us. 

Special attention was given to changes of 
interest and ambition, swings of mood, dis- 
turbances of orientation, changes in affect as 
manifested in elation or depression, and to 
the development of paranoid trends. The pa- 
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tients were also subjected to formal psycho- 
logical, biochemical, physiological, and clini- 
cal tests, with findings reported separately. 

In the patients (Group A) who were mod- 
erately restricted in their vitamin B complex 
intake and with an intake of thiamine of 
about 400 mcg. daily, mental changes de- 
veloped late and insidiously. 

Most members of this group showed a 
general dulling of affect, loss of interest and 
ambition, accompanied by a decrease of 
motor activity. Since there was a very grad- 
ual development of symptoms and signs of 
mental abnormality it was difficult to deter- 
mine a definite date of onset of them, but 
we were certain of the decline after about 18 
months of restriction of vitamin B complex. 

After several (12 to 24) months the 
changes of mental status appeared especially 
marked when one compared the behavior of 
the members of the A group with that of the 
B group members who had been supple- 
mented with yeast extract. One could see 
the subjects of the A group sitting quietly 
on their chairs or lying on their beds, while 
most of the members of the other group 
were moving around, helping in the ward 
work, talking to each other, or reading. One 
elderly man who had been known always 
to be quick, alert, and helpful withdrew from 
all his activities, isolated himself, and became 
disinterested in his surroundings. Other old 
men showed similar changes after about 2 
years from the start of the experiment. One 
of them who ordinarily had placed himself 
before the examiner, boasting of his mental 
and physical faculties, at every possible op- 
portunity, lost this trend and became with- 
drawn. In some of the younger subjects of 
the same group (Group A, the mildly re- 
stricted group) changes could not be ob- 
served until about 24 years after the begin- 
ning of the experiment. They appeared to 
tire more easily, chose to be more quiescent, 
were satisfied to be alone, and one of them 
became quite irritated when addressed. Those 
subjects who had not turned antagonistic 
could be aroused, however, and when stimu- 
lated would revert to pre-experimental levels 
but only for short periods of time. 

When after 2 years of supplementation 
with the yeast extract the B group was 
placed on a more severe restriction of thi- 


amine, it was possible to study the effects of 
a lower intake of B complex on behavior. 

After only 4 to 6 months on the more se- 
verely restricted diet, members of the B 
group showed behavior disorders which dif- 
fered greatly from those observed in the A 
group who had been moderately restricted 
in B complex. 

For example, an elderly man who, at times, 
had shown hypomanic-like as well as mild 
depressive features became very much ex- 
cited about 4 months after the start of the 
restriction. He displayed marked hyper- 
activity, especially talkativeness with flighti- 
ness of ideas, and a markedly elevated mood 
which he expressed in feeling “‘like a million 
dollars.” Another elderly patient who had 
been slightly depressed showed a deepening 
of his depression, an exaggeration of his 
retardation of thinking, and the development 
of pronounced self-depreciating trends. One 
old man who had been quite amiable and 
placid during the supplementation phase be- 
came infuriated, threatened to break up the 
furniture and to escape. Increased irritability 
and excitability were also seen in the young 
men, but, in general, not until several months 
after similar abnormalities had been observed 
among the elderly men. One of the young 
men who formerly had easily suppressed 
outbursts of temper with destructive trends, 
lasting a minute or so, once or twice a year, 
went into blind rages about 8 months after 
the start of severe B complex restriction. In 
these furors, which lasted half an hour to an 
hour and which recurred in quick succession, 
he was uncontrollable, threw heavy ob- 
jects at persons within his reach, screamed 
at the top of his voice and cursed the female 
attendants. Loss of inhibition with indul- 
gence in obscenities was observed in another 
man. One young patient, about half a year 
after the start of restriction, reacted to the 
paresthesias in his legs with rages of para- 
noid coloring. 

Quite impressive, though not as dramatic 
in the mild restriction as in the severe restric- 
tion, was the reversal of behavior changes in 
most patients when their diets were again 
supplemented with yeast extract. 

Only several days after resumption of sup- 
plementation with yeast extract some of the 
members of the A group who had shown a 
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dulling of interests and ambition and a self- 
imposed reduction of activities became more 
lively and more interested in their environ- 
ment. The patients themselves felt this 
change and remarked on it. They did not lie 
on beds or benches any longer, and became 
more industrious again, and more desirous 
or, at least, tolerant of each other’s company. 
There were a few subjects, however, in 
whom improvement was slow, but in general, 
most of the mildly restricted patients were 
observed to return to their pre-experimental 
behavior within several days to 2 months. 

Among subjects of the severely restricted 
B group recoveries of behavior disturbances 
were seen immediately following yeast ex- 
tract feeding. The rage of the old man who 
had threatened to destroy the place and to 
escape subsided overnight and he became 
the former amiable person again. The young 
patient who, in state of almost constant furor, 
had seriously endangered the lives of speople 
around him appeared self-controlled the day 
after resumption of vitamin B complex ad- 
ministration. The young man who had ex- 
citedly expressed paranoid ideas regarding 
paresthesias in his legs became jovial and 
cooperative in a few days. Within several 
days most of the other severely depleted pa- 
tients who had developed behavior distur- 
bances recovered following vitamin B sup- 
plementation. Only one elderly man took 
several weeks to regain his former content- 
edness. This quite dramatic reversal of be- 
havior, affect, and adjustment presented a 
contrast to the very slow recovery from some 
neurological changes which had developed 
in these subjects in the course of the severe 
vitamin restriction. 


CoMMENT 


It was surprising to us that mental 
changes could not be observed in the mildly 
restricted group until late. We expected 
some changes to occur after 6 to 12 months 
in concordance with findings of Williams, 
Wilder, and others. The absence of definite 
mental symptoms in the first year was so 
disconcerting to us that we rechecked the 
arrangement of our experimental setup and 
concluded then that this apparent discrepancy 
was caused by the fact that our subjects 
were psychotic persons with interests and 


ambitions dulled, and in general with a low 
energy output. This was substantiated by 
our later observations that the regressed 
schizophrenics showed changes considerably 
later than patients suffering from cerebral 
arteriosclerosis and other mental illnesses 
not associated with general decrease of out- 
put of energy. 

This study showed that persons may get 
along seemingly well on a diet mildly re- 
stricted in vitamin B complex for a year and 
longer and that unless a border-line intake 
study is extended over at least 2 years no 
claim for adequacy or inadequacy of a diet 
can be made. 

Though our comments have revolved 
about a discussion of the induced deficiency 
as one which involves the vitamin B complex, 
the evidence based on our dietary analyses 
indicates that thiamine was probably the only 
component that was truly inadequate. 


SUMMARY AND CONCLUSIONS 


These studies indicate that vitamin B com- 
plex restriction caused severe primary mental 
changes or aggravation of pre-existing psy- 
chotic trends among the psychotic subjects. 

The character of the mental changes ap- 
peared to depend on speed and severity of 
the deprivation. 

Patients whose B complex intake was so 
restricted that it contained 400 mcg. of thia- 
mine and correspondingly small intake of 
other B complex factors showed diminution 
of psychomotor activity, dulling of affect, 
loss of interests and ambitions. 

In some of the severely depleted patients 
whose thiamine intake was restricted to 200 
meg. daily, serious emotional disturbances 
with loss of inhibitory control developed. In 
others, pre-existing affective trends such as 
hypomanic and mildly depressive features 
became markedly exaggerated. The forma- 
tion of paranoid trends also was observed. 

Among the group moderately deprived of 
vitamin B complex the mental changes de- 
veloped slowly in the course of 3 years. 
However, among the subjects severely de- 
prived of vitamin B complex, mental dis- 
turbances manifested themselves explosively, 
acutely, or subacutely, after only a few 
months of depletion. 
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Recovery with a return to the level of pre- 
experimental behavior following resumption 
of vitamin B administration took place in 
days to months. It was in general rather 
slow in mildly restricted patients and dra- 
matic and sudden in severely restricted 
patients. 

In our study it appeared that mild vitamin 
B complex restriction permitted the individ- 
ual to adapt himself to the change without 
much distress. It was clear, however, that 
severe depletion accompanied by severe meta- 
bolic impairment and structural damage led 
to severe emotional discharges. No claim 
can be made that the changes observed among 
the subjects of our experiment are specific. 


A variety of factors associated with impair- 
ment of brain metabolism and changes of 
nervous structure are known to lead to simi- 
lar mental syndromes. 
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GRADUATE RESIDENCY TRAINING IN PSYCHOANALYTIC MEDICINE’ 
SANDOR RADO, M.D.,? New York, N. Y. 


I. Tue History oF TRAINING IN 
PsyYCHOANALYSIS 


Upon his return from Paris in 1886, young 
Dr. Freud appeared before the Viennese 
Society of Physicians to report on his ex- 
perience under the Master, Charcot, whom 
he had seen probe the puzzles of hysteria 
with the technique of hypnosis. In those 
days, the vanguard of the profession in 
Vienna believed in pathological anatomy ; 
they disliked hysteria and thoroughly dis- 
trusted hypnosis. And so they resented see- 
ing young Dr. Freud, a product of their 
own training and a promising neurologist, 
show himself, by their standards, to have no 
sense of scientific discrimination. And when 
Freud tried to discuss the incidence of hys- 
teria in male patients, their indignation over 
such nonsense exploded in open censure. 

This unfriendly reception destroyed 
Freud’s standing as a Privatdozent at the 
medical school and forced him into scientific 
isolation. Save for his brief but decisive 
collaboration with Dr. Joseph Breuer, 
Freud’s isolation lasted for nearly two dec- 
ades. During the second half of this period, 
from 1895 to 1905, he published his funda- 
mental papers on psychoanalysis. But the 
all-powerful academic circles of the Conti- 
nent dismissed his work as concerned ex- 
clusively with such undignified matters as 
dreams and sex. And so, in those years of 
awe-inspiring productivity, Freud failed to 
attract a single student(1, 2). 

The first physician to become a pupil of 
Freud’s came to him as a psychoanalytic 
patient. From 1905 on, pupils began to 
arrive. Freud advised them to read his pub- 
lications and learn the psychoanalytic tech- 
nique by analyzing their own dreams. Such 


1 Read at the 103d annual meeting of The Ameri- 
can Psychiatric Association, New York, N. Y., 
May 19-23, 1947. 

2 Clinical Professor of Psychiatry, Director of 
the Psychoanalytic Clinic for Training and Re- 
search, Department of Psychiatry, Columbia 
University. 


preparations admitted them to the private 
discussion group which gradually sprang up 
around him. This group became the nucleus 
of the International Psychoanalytic Associa- 
tion, organized in 1908 upon the initiative 
of the late Dr. Sandor Ferenczi of Buda- 
pest. Insofar as the personal analysis of 
healthy pupils was concerned, Freud wavered 
for quite a time, reiterating in 1914 his 
original position(1, 3, 4,). 

In the first World War, the remarkable 
contributions of psychoanalysis to the un- 
derstanding of the war neuroses aroused the 
scientific interest of many physicians. After 
the war they wanted to learn more about 
psychoanalysis. The experience of those 
years eventually convinced Freud and his 
closest pupils of the inadequacy of the early 
method of training. As a consequence, they 
established the rule, advocated at Ziirich 
from the outset, that physicians desiring to 
practice psychoanalysis must first undergo 
psychoanalysis themselves(3). Today, al- 
most 30 years later, one may say that they 
appear to have used sound judgment in mak- 
ing this decision. To set it apart from the 
therapeutic analysis of patients, the personal 
analysis of students was called Lehranalyse 
—didactic analysis. 

The first systematic course of training in 
psychoanalysis was organized in the early 
twenties at the Berlin Psychoanalytic Insti- 
tute. This was the work of the late Dr. Max 
Eitingon, then president of the Berlin Insti- 
tute ; the late Dr. Karl Abraham, then presi- 
dent of the Berlin Psychoanalytic Society ; 
the late Dr. Hanns Sachs; and Drs. Franz 
Alexander, Carl Miller Braunschweig, 
Karen Horney, Ernst Simmel, and myself, 
constituting the first faculty of the Insti- 
tute(6). 

The curriculum was divided into 3 parts: 
didactic analysis, theoretical instruction, and 
practical work. Didactic analysis was con- 
sidered the very foundation of training. 
Theoretical instruction comprised the pre- 
sentation of the subject matter in a system 
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of courses, supported by an extensive read- 
ing of Freud’s own writings. Practical work 
comprised the psychoanalytic treatment of 
two patients under supervision and the dis- 
cussion of therapeutic problems in technical 
and case seminars. 

Though the Berlin Institute maintained a 
small outpatient clinic, in the main it func- 
tioned as a night school. Completion of the 
entire course of training required 3 to 4 
years. The Berlin Institute was very success- 
ful and attracted students from many lands. 
Freud was delighted with this Berlin devel- 
opment. In 1924, after Dr. Otto Rank’s 
resignation, he appointed me editor of the 
two official journals of psychoanalysis—/n- 
ternationale Zeitschrift fiir Psychoanalyse, 
and Imago, Zeitschrift fiir Anwendung der 
Psychoanalyse auf die Natur und Geisteswis- 
senschaften—of which he himself was the 
director, thereby transferring the editorial 
office from Vienna to Berlin(s5). The new 
training centers that were opened subse- 
quently in Budapest, London, Paris, and 
Vienna adopted the Berlin curriculum. 

The first psychoanalytic institute in the 
United States was brought into being in 1931 
in New York under the leadership of Dr. 
A. A. Brill and with the executive assistance 
of the late Dr. Monroe A. Meyer. Dr. Brill 
honored me with an invitation to organize 
the New York Institute on the Berlin model. 
This task was fulfilled over a period of 
years, in close collaboration with Dr. Abram 
Kardiner, first chairman of the Institute’s 
educational committee, Dr. Bertram D. 
Lewin, president of the Institute after Dr. 
Brill’s retirement, and with the help of the 
late Dr. Dorian A. Feigenbaum, and Drs. 
George E. Daniels, Lawrence S. Kubie, 
David M. Levy, Sandor Lorand, Adolph 
Stern, and many other devoted members of 
the Institute, we added an innovation to the 
Berlin curriculum, making one year of in- 
tramural psychiatric experience a requisite 
of admission to psychoanalytic training(7). 
Training centers that were opened later in 
Chicago, Boston, Washington-Baltimore, 
Topeka, and elsewhere followed closely the 
Berlin-New York curriculum but, with the 
exception of Chicago and Topeka, and they 
had no outpatient clinics. 

In 1938, the American Psychoanalytic 


Association adopted the Berlin-New York 
curriculum as its minimal standard of train- 
ing. This was due chiefly to the efforts of 
Dr. Lawrence S. Kubie, then secretary of 
the Association, and Dr. Franz Alexander, 
Leo H. Bartemeier, George E. Daniels, 
Thomas M. French, Lewis B. Hill, M. Ralph 
Kaufman, Bertram D. Lewin, Karl A. Men- 
ninger, LeRoy M. A. Maeder, myself and 
others. 

With the devastation of Europe in World 
War II, the initiative in psychoanalytic 
training and research shifted to the United 
States. In this country, psychoanalysis en- 
countered less prejudice and developed more 
rapidly than in the old scientific centers of 
Europe. Though in some respects this un- 
broken progress surpassed Freud’s own ex- 
pectations, nonetheless it stopped short of 
his long-cherished hope that one day the 
medical schools would open their doors to 
psychoanalysis. Curiously enough, this al- 
most happened in the early days. In 1906, 
Professor Eugen Bleuler and his associate 
Dr. C. G. Jung introduced psychoanalysis 
at the Zurich-Burgholzli Psychiatric Clinic. 
The beginnings of this experiment were so 
encouraging that Freud and his pupils elected 
Jung first president of the newly organized 
International Psychoanalytic Association and 
made him editor of the new Jahrbuch—Ar- 
chives of Psychoanalysis. At that time every- 
one was persuaded that the Ztrich-Burg- 
holzli Clinic would become the first academic 
homestead of psychoanalysis. However, the 
secession of Jung in 1913 put an end to this 
dream. 

Our own training institutes saved the art 
and science of psychoanalysis but they could 
offer no full compensation for its exclusion 
from the medical schools. More and more, 
this exclusion proved harmful to both sides. 


II. THe EstABLISHMENT OF THE PsyCHO- 
ANALYTIC CLINIC FOR TRAINING AND 
RESEARCH AT COLUMBIA UNIVERSITY 


Keenly aware of this state of affairs, Dr. 
Nolan D. C. Lewis, professor of psychiatry 
at Columbia University, and director of the 
New York State Psychiatric Institute and 
Hospital, himself a member of long standing 
in the American Psychoanalytic Association, 
evolved a comprehensive project for train- 
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ing in psychoanalysis. This project received 
added impetus from the far-sighted policy 
of Dr. Willard C. Rappleye, dean of the 
College of Physicians and Surgeons of the 
university. Dean Rappleye gave the pro- 
posal its final shape, providing for the com- 
plete integration of psychoanalytic training 
into the elaborate system of graduate medical 
education at the college. Acting on this 
proposal, in the autumn of 1944, the univer- 
sity established the Psychoanalytic Clinic 
for Training and Research as a part of the 
department of psychiatry. 

The College of Physicians and Surgeons 
was well prepared to assume this responsi- 
bility. For a decade or more, Dr. Lewis, 
Dr. George E. Daniels, and others had in- 
fused undergraduate teaching in psychiatry 
with psychoanalytic principles; and in the 
postgraduate program of the college, year 
after year, Dr. Brill gave orientation courses 
in psychoanalysis. With the establishment 
of the new clinic, Drs. Daniels, Kardiner, 
Levy, and I were given the unique oppor- 
tunity to work out in detail and put into 
operation, under the supervision of Dr. 
Lewis, a graduate psychoanalytic curriculum. 
In this task we were assisted by Drs. Nathan 
W. Ackerman, Robert C. Bak, and Viola W. 
Bernard, who soon joined our staff. 

The psychoanalytic clinic has a therapeutic 
service for outpatients located in the clinic 
itself ; therapeutic services for psychiatric 
inpatients, psychosomatic patients, and chil- 
dren, located in the New York State Psychi- 
atric Institute and Hospital, the Vanderbilt 
Clinic, and the Babies Hospital ; and has col- 
laborative arrangements with basic science 
laboratories of the university, with the Man- 
hattan State Hospital, and other hospitals. 

The Columbia plan of graduate residency 
training in psychoanalytic medicine, based on 
these facilities, and now in operation for 3 
academic years, may be outlined as follows: 

Training requires 3 years of full-time 
graduate work. During the first and second 
years, the student’s time is divided between 
work at the psychoanalytic clinic and work 
in a collaborating hospital. During the third 
year, the student’s full time is spent in the 
psychoanalytic clinic. Through this arrange- 
ment, the Columbia plan combines complete 
training in psychoanalytic medicine, that is, 

2 


in psychoanalysis and psychosomatics, with 
training in intramural psychiatry and in the 
related basic sciences. 

This combined course of training is open 
to qualified physicians who have served one 
year of internship, satisfied the standards of 
the clinic with respect to scholastic attain- 
ment, integrity, and psychological aptitude, 
and completed their preparation for the 
course by having undergone psychoanalysis 
themselves, under a psychoanalyst accredited 
by the clinic. This conception of the stu- 
dent’s personal analysis as an indispensable 
prerequisite, rather than a phase of graduate 
training, has many obvious advantages. 
However, as a purely transitional measure, 
students are temporarily being allowed to 
fulfill this requirement during the course of 
graduate training. 

In his personal analysis, the student un- 
dertakes a penetrating psychological study of 
himself. He is expected to explore resolutely 
and thoroughly the unconscious reaches of 
his mind, trace his development back to the 
formative experiences of his childhood, and 
arrive at a better knowledge and realistic ap- 
praisal of himself as an individual and as 
a product of a given period and culture. He 
is expected to overcome his psychological 
difficulties, increase his self-direction and 
intellectual independence, and acquire a more 
mature outlook upon life. 

It is not a function of personal analysis to 
train the student in psychoanalytic theory or 
technique. That is the function of his class- 
room and clinical work. 

The program of theoretical instruction fea- 
tures psychodynamics as a basic science of 
human behavior. Though this science utilizes 
auxiliary methods, its solid mass derives 
from psychoanalytic inquiry. The first 
course in the program is a historical review 
of Freud’s own writings. A full-year course 
in the psychodynamics of adapted and dis- 
ordered (neurotic, psychopathic, psychotic) 
behavior includes the new material accumu- 
lated in recent decades through the general 
advance of science and thus undertakes the 
pressing task of currently revising and re- 
systematizing the subject from the point of 
view of Freud’s own objectives(8, 9). An- 
other full-year course is devoted to the far- 
flung field of psychosomatics, dealing with 
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significant interrelations between behavior of 
the whole organism and disease processes in 
its component parts. One half-year course 
presents the investigative, and another half- 
year course the therapeutic techniques of 
psychoanalysis, graded according to duration, 
intensity, and point of attack of the thera- 
peutic effort. Further courses deal with the 
psychodynamics of growth and development, 
treatment of children, experimental analysis 
of animal behavior, comparative analysis of 
cultures, methodology, and current literature. 

Under the Columbia plan, the students re- 
ceive psychoanalytic clinical instruction from 
the beginning parallel with the theoretical 
program. This is, indeed, one of the distinc- 
tive characteristics of the plan. Throughout 
the first year, in weekly demonstrations, pa- 
tients are presented in person before the 
class. The purpose of these demonstrations is 
to introduce the students to the art of psy- 
choanalytic observation and examination, and 
acquaint them with the clinical variety of 
cases by unfolding before them, in a com- 
parative manner, the gross psychodynamics 
of every case. During the second and third 
years, the students engage in the psychoana- 
lytic treatment of patients, under close super- 
vision. They work with inpatients, outpa- 
tients, psychosomatic patients, and children, 
using full-fledged psychoanalytic technique 
and also lesser methods of limited scope. 
Throughout these years, in weekly clinical 
conferences, patients under treatment are 
presented in person for the discussion of the 
minute psychodynamics and of the technical 
problems of treatment. In addition, each 
student has week-by-week individual super- 
visory sessions and section supervision. 

During the first 2 years, 3 mornings of 
the week are devoted to the psychoanalytic 
program. During the rest of the time, 
throughout these 2 years, the students work 
with ward patients in a collaborating psy- 
chiatric hospital. 

To increase the value of this combined 
clinical experience still further, a supple- 
mentary program of theoretical courses was 
organized with the collaboration of Drs. 
Armando Ferraro, Franz J. Kallmann, and 
Paul H. Hoch of the department of psychi- 
atry ; Dr. Heinrich B. Waelsch of the depart- 
ment of biochemistry ; and Dr. Harry Grund- 
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fest of the department of neurology. At the 
start of residency work in intramural psy- 
chiatry, a brief introductory course familiar- 
izes the student with the principles and tech- 
niques of psychiatric examination. This is 
followed by a full-year course on the pathol- 
ogy of the psychoses and the techniques of 
intramural therapy, and by a course on neu- 
ropathology for psychiatrists. A full-year 
basic science course, devised for the needs 
of psychiatrists, combines selected chapters 
of genetics, general and chemical neurophys- 
iology. 

When students fulfill the requirements and 
pass a final examination, they receive a 
“Certificate of Training in Psychoanalytic 
Medicine” from Columbia University. Stu- 
dents who engage in original investigative 
work, submit a dissertation, and pass a sup- 
plementary examination in the related basic 
sciences receive in addition the advanced de- 
gree of Doctor of Medical Science from the 
university. 

The Psychoanalytic Clinic for Training 
and Research is in the process of expansion. 
At present, it has a staff of 21 psychoanalysts 
to take charge of the personal analysis of 
students, and it has more competent appli- 
cants seeking training than it can accom- 
modate. 

It is hoped that, with the increasing recog- 
nition of psychodynamics as the basic science 
of psychiatry, other medical schools will 
undertake similar developments. 
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THE MUTUAL DEPENDENCY OF PROFESSIONAL TRAINING 
IN PSYCHOLOGY AND PSYCHIATRY * 


JAMES G. MILLER, M.D., Pu. D.? 


University of Chicago 


The demand for the services of profes- 
sional personnel qualified to take part in the 
care of neuropsychiatric illnesses has in- 
creased so tremendously that it is clear that 
the medical profession as constituted at pres- 
ent cannot adequately meet it alone. The 
services of clinical psychologists, psychiatric 
social workers, and related professions will 
be needed in very large numbers, as well as 
the skills of neuropsychiatrists. 

On first thought it might seem that the 
most satisfactory of all possible training cen- 
ters in the field of professional psychological 
studies would be one where the students 
received full training in at least psychiatry, 
psychology, and psychiatric social work, 
three of the fields of application of the psy- 
chological sciences necessary to carry out 
the clinical responsibilities of any large neu- 
ropsychiatric program. Individuals receiv- 
ing this inclusive education would be quali- 
fied to perform all, or nearly all, the duties 
involved in caring for psychiatric patients. 
This is a long list of functions including 
arranging for intake; determining the chief 
complaint; obtaining the present history; 
taking a physical and psychiatric anamnesis 
and review by systems; getting corrobora- 
tive history and other facts from the patient’s 
family and friends or from institutions with 
which he has had contact ; performing phys- 
ical and neurological examinations; de- 
termining the mental status; requesting or 
performing indicated medical laboratory 
tests; carrying out necessary psychological 
examinations ; making a diagnosis and prog- 
nosis ; conducting therapy ; directing occupa- 
tional, recreational, physical, and other ad- 
junctive therapies; doing research with the 
goal of improving available clinical tech- 
niques; arranging for disposition of the pa- 


1 Read at the 103d annual meeting of The Ameri- 
can Psychiatric Association, New York, N. Y., 
May 19-23, 1947. 

2Formerly Chief, Clinical Psychology Section, 
Veterans Administration, Washington, D. C. 
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tient; doing casework with his family and 
friends as required; and following the pa- 
tient’s later course for purposes of further 
treatment, maintaining records, and research. 

The fact is, however, that it is not feasible 
for all this to be done by one individual. 
Even if one person could perform all these 
tasks at the highest level of professional ac- 
complishment which has been reached—and 
no one could—it would still be true that 
division of labor is more efficient, for it has 
often been shown that a professional team 
can deal with a larger number of patients 
than the same persons could if each worked 
independently. Specialization has become a 
recognized necessity throughout the medical 
sciences, and the complexity of the clinical 
services which should be offered in the psy- 
chological field indicates clearly that there 
must be specialization here also. For the 
most satisfactory care of mental patients, the 
adoption of the neuropsychiatric team, made 
up of a minimum of three professions—psy- 
chiatrists, clinical psychologists, and psychi- 
atric social workers—is inescapable. 

Another obvious fact leading to the same 
conclusion is that there are few individuals 
of sufficient motivation, economic security, 
or emotional stability to complete the years 
of study necessary for such inclusive train- 
ing. Accomplishing complete education in 
all these fields is a utopian goal which can 
be met at best by very few. 

Before turning our attention to plans for 
future training, let us observe the present 
differences in background among the three 
primary professions in the field of mental 
health. First, there are striking differences 
in education. Psychiatric social workers com- 
plete 2 years of graduate work to a master’s 
degree. Clinical psychologists now usually 
complete 3 or 4 years of graduate education 
to a doctoral degree. Psychiatrists complete 
4 graduate years for the doctorate and then 
have 1 to 6 years of further training, largely 
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clinical. This is a wide discrepancy in the 
amount of preparation. 

Characteristically schools of social work 
base their curricula on the assumption of un- 
dergraduate training in related fields. This 
has the effect of lengthening professional 
education by beginning it before the graduate 
years. Most of these schools prefer or re- 
quire for matriculation some systematic se- 
quence of courses in the social and biological 
sciences, including sociology, anthropology, 
psychology, history, government, economics, 
and biology. The graduate work founded on 
this includes courses, reading, and field ex- 
ercises designed to give training in the fol- 
lowing areas: psychology, usually so taught 
as to emphasize the dynamics of personality 
mechanisms, and commonly not presented at 
an advanced level or by highly qualified 
psychologists ; public welfare and administra- 
tion; community organization; social agen- 
cies and institutions, public and private ; so- 
cial statistics, including extremely elementary 
instruction in research techniques and in the 
sorts of procedures necessary for compiling 
socio-economic data into tables and charts; 
elementary medicine, introductory psychia- 
try, and basic legal concepts relevant to so- 
cial work; and economics. 

The most significant part of the prepara- 
tion of psychiatric social workers, however, 
is not courses, but carefully supervised prac- 
tical training in psychiatric case work. This 
involves detailed analysis of interviews, in 
many ways like the apprentice training of 
some psychiatrists, as well as practical di- 
rection as to how the many resources at the 
command of the social worker can be most 
effectively employed for the welfare of the 
patient. Throughout a year of supervised 
internship the student, under direction, 
learns by her own mistakes. Throughout all 
of this a dynamic approach to human per- 
sonality is adhered to, which is more com- 
monly than not doctrinaire, being cast into 
the Freudian, the Rankian, or some other 
theoretical system. While the graduate 
training of social workers is officially 2 years 
in length, actually it has been traditional in 
the profession to continue this apprenticeship 
into the early years of full-time employment. 
This on-the-job training directed by case 
supervisors, even if not of formal character, 


is nevertheless a valuable educational ex- 
perience, and it is important to realize that 
the 2 graduate years in social work are by 
no means the end of the preparation of a 
conscientious worker. 

A final item in the education of a social 
worker oftentimes has been a psychoanalysis. 
Some schools have strongly opposed such 
training, while others have exerted such 
pressures in favor of it that their students 
have felt it to be essential, although there 
has not been any official requirement. Com- 
monly such pressure has been for personal 
rather than didactic analyses, and most of 
the analyses of social workers have not been 
of the training type, though of course they 
could not help but have educational impor- 
tance. Though there is in recent years per- 
haps more general acceptance of the value 
of psychoanalyses, it is probable that a 
smaller proportion of social workers are 
receiving them now than were IO years ago, 
because they are at present so difficult to 
obtain. 

The training of clinical psychologists in 
the past has involved a markedly different 
subject matter. Specific course work usually 
begins in undergraduate college and con- 
tinues into graduate school. It has in- 
cluded traditionally a number of highly 
academic courses on various aspects of 
normal and abnormal psychology, certain 
practical courses in psychometrics involving 
some actual test administration, and super- 
vised internships. There has been a highly 
academic insistence on developing skills in 
foreign language and on preparing a disser- 
tation. Much greater emphasis is laid on 
preliminary, comprehensive, and oral ex- 
aminations than in the schools of social work 
or psychiatry. Occasionally clinical psychol- 
ogists consider a psychoanalysis important 
in their education, but this is not emphasized 
so much as it is in social work or psychiatry. 

The first observation we make in consider- 
ing the training of psychiatrists is that there 
are several accepted routes to becoming one. 
All have the first portion in common, which 
is the 4 years of medical school, in which 
less than 1/20 of the time is devoted to 
clinical psychiatry, and occasionally a brief 
course in psychology is added. Certain 
skills and attitudes gained in practicing clin- 
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ical medicine can be transferred to the prac- 
tice of psychiatry and are of great impor- 
tance. These include knowledge of the 
nature of illness; experience in how human 
beings of various types react to their dis- 
eases; a comprehension of how to approach 
patients; an understanding of clinical 
method ; an ability to bear responsibility for 
decision concerning their welfare—a sort of 
esprit de corps of medical integrity compar- 
able to the morale inculcated into the cadets 
at West Point. Though they do obtain much 
relevant to psychiatric practice in medical 
school, at present medical students learn 
little direct psychiatry beyond an elementary 
understanding of diagnostic categories. 

Three common roads lead to a career in 
psychiatry after medical school. The first 
includes a medical, neurological, or rotating 
internship together with further training in 
neurology. The primary interest of such 
doctors is in neurology and neuropathology, 
but since they find that a large proportion 
of their practice is psychiatric, they are 
forced by practical considerations to call 
themselves neuropsychiatrists. Having had 
little psychiatric instruction, they usually 
take a so-called “common sense” approach 
to such problems and rely heavily on advice, 
reassurance, vitamins, and trips to the coun- 
try. Second, there is what may be called the 
“state hospital” approach to psychiatry. Af- 
ter medical, rotating, or other types of in- 
ternships, these physicians go to hospitals 
where most of the patients are psychotic, 
where interest becomes largely focussed on 
diagnosis, on legal questions, custodial care, 
and final disposal of the patient. With the 
exception of shock treatment and a few other 
less widely employed procedures like pre- 
frontal leukotomy, no serious therapeutic at- 
tempt is made in most of these hospitals, 
largely because of the usual unresponsiveness 
of these illnesses to therapy, and because the 
doctors have been so overworked in their 
other duties. 

The third approach to psychiatry is the 
“dynamic” one. This post-graduate training 
usually consists in a didactic analysis and 
then an apprenticeship under an analytically 
minded psychiatrist—review of interviews, 
suggestions on how to conduct the psycho- 
therapeutic course, and control analyses. In 


a few rare residencies only can the student 
get a broad selection of opinions and theo- 
ries, including more than one man’s ap- 
proach to psychotherapy or the doctrines of 
more than one school of psychiatry. Psycho- 
analytic institutes, however, conduct courses 
and seminars in which the viewpoints of a 
number of instructors can be obtained, but 
the range of their attitudes is usually limited 
by their acceptance of a common basic doc- 
trine. Rare is the inclusion of psychology, 
sociology, or anthropology in such graduate 
psychiatric training. 

The three professions of psychiatry, psy- 
chology, and psychiatric social work differ 
not only in their educational backgrounds, 
but also in their motivations. Social workers 
and psychiatrists share in common the tradi- 
tional medical goal, to help the human being 
who needs aid now. Besides this, since so- 
cial workers have responsibility for assisting 
the patient to adjust so that he can live in 
harmony with his society, they are motivated 
to continue the recognized patterns of beha- 
vior in societies, whether or not they may in- 
tellectually wish to accomplish reform by 
community education or legislation. In this 
their drives differ from those of most psychi- 
atrists or psychologists, who operate in pri- 
vate relationships which do not exert pres- 
sures toward conformity as the public 
contacts of the social worker do. The recent 
emphasis upon the clinical field in psychol- 
ogy has developed more and more psychol- 
ogists with similar concern primarily with the 
present patient, but it is nevertheless still true 
that the characteristic goal of this profession 
is to determine principles of normal and 
abnormal behavior, with emphasis on the nor- 
mal, as precisely as possible. Their expecta- 
tion is that once these laws have been deter- 
mined, they can be applied for the welfare 
of men. 

Before devising future educational cur- 
ricula, it is desirable to have job descriptions 
toward which to direct the training. Valu- 
able hours can be devoted to debating the 
distributions of duties among the members 
of the neuropsychiatric team. Whenever 
this is done it is usually concluded that the 
psychiatric social workers, in addition to 
conducting intake interviews, taking social 
histories, helping the patient adjust to the 
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treatment situation and make use of the re- 
sources available to him to live healthily in 
his society, also will conduct that kind of 
psychotherapy called casework with the pa- 
tient or with those who contact him closely. 

The clinical psychologist is given duties 
in diagnosis, therapy, and research. It is 
likely that with his special training his 
greatest contributions in the long run 
will be in the last-mentioned field. How- 
ever, with proper preparation he can con- 
tribute greatly to diagnosis and therapy. In 
diagnosis he should not be considered an 
ancillary technician who delivers a written 
report to the psychiatrist, who then incor- 
porates it into the final psychiatric picture 
as he might incorporate a blood bromide 
determination. Rather, he must carry out a 
diagnostic function similar to that of the 
radiologist. In general medicine it is clearly 
understood that the man who _ interprets 
X-rays must have a broad background in- 
cluding the whole range of clinical experi- 
ence. The same is true of the psychological 
diagnostician of the future—the nuances 
of these diagnostic problems are too many 
and too complex to be learned in the fast- 
nesses apart from patients which can more 
reasonably be occupied by biochemical tech- 
nicians. The psychological diagnostician 
who does not constantly submit his findings 
to the validation of the therapeutic course 
rapidly becomes removed from clinical re- 
ality, sterile, and esoteric. 

Considering his thorough understanding 
of psychological principles, it is clear that the 
clinical psychologist has important contri- 
butions to make to therapy as well, particu- 
larly in such fields as reading, speech, and 
learning problems, the re-education of 
habits, normal adjustment difficulties, and 
the psychoneuroses. It should seriously be 
asked whether with such background well- 
trained clinical psychologists are not better 
prepared to do psychotherapy than are “psy- 
chiatrists” with solely neurological or state- 
hospital backgrounds. 

Whatever functions the psychiatric social 
workers and the clinical psychologists carry 
out, however, it is apparent that usually the 
chief of the clinic, the primary diagnostician, 
and certainly the primary therapist will be 
the psychiatrist—particularly if he has a 


thoroughgoing background in the relevant 
dynamic principles. 

In the light of these job descriptions, what 
educational programs should be planned for 
the three professions? We must accept the 
principle that each of the three chief profes- 
sions involved should have different train- 
ing, which follows directly from our earlier 
decision that there should be specialization. 
But, granting this, it is of paramount impor- 
tance that they be trained together in a 
single, united program, for they can best 
learn to function as a team if they operate 
together from the very beginning of their 
training. 

We shall not go into detail as to what 
should be required for social workers, ex- 
cept to say that if they are to do casework 
such as they have done in the past, which 
often means carrying out extensive therapy, 
they should receive longer and more inten- 
sive formal training than they have in the 
past. They should also have the supervised 
practice (in which social work admittedly 
has often been stronger than either psy- 
chology or psychiatry). It is not fair to the 
patient to have him treated by unskilled 
therapists, using as a rationalization the 
semantic distinction between casework and 
therapy. 

In the training of psychologists and psy- 
chiatrists there should be as much merging 
of backgrounds as possible. It would be well 
for modern universities to develop graduate 
schools with curricula permitting a number 
of individuals who wish to have really 
thorough preparation to become qualified in 
both psychiatry and clinical psychology. A 
possible schedule might be something like the 
following : Two years of liberal arts college ; 
one year of advanced clinical psychology, so- 
ciology, and cultural anthropology ; one year 
of the preclinical medical sciences which 
would be comparable to the present first year 
of medical school. At the end of these four 
years a bachelor’s degree would be granted. 
Following this the candidate would take the 
second and third years of medical school 
work and then spend a year in psychiatric 
clinical work in a general hospital, in a men- 
tal hygiene clinic, or in a neuropsychiatric 
hospital. At the end of this time he would 
be granted the M.D. degree in psychological 
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sciences. He then would have one year of a 
rotating psychological-psychiatric internship, 
which would include both psychological ex- 
aminations of all sorts and the performance 
of various psychiatric duties, complementary 
functions of equal status. This would be 
followed by one year of independent re- 
search leading to a dissertation; seminars ; 
and perhaps a psychoanalysis. At the end 
of this year a doctoral degree in clinical psy- 
chology might well be awarded. Work 
from this time until the candidate qualified 
for his specialty boards in psychiatry or 
clinical psychology could include mixed 
psychological-psychiatric residencies, includ- 
ing work with psychoneurotics, psychotics, 
psychosomatic patients, and clinical re- 
search. 

There would necessarily be other individ- 
uals, and in larger numbers, who would 
want either a psychiatric education alone or 
a psychological education alone. The same 
graduate school that set up the combined 
program outlined above should be able to 
give both these latter courses of training, 
because even if the curricula are separate 
they should be closely integrated, since clini- 
cal psychologists and psychiatrists should 
learn from the beginning of their training 
to operate as a team. 

The report on graduate training in clinical 
psychology made by the Subcommittee on 
Graduate Internship Training of the Ameri- 
can Psychological Association and the Amer- 
ican Association of Applied Psychology out- 
lines the most satisfactory plan yet suggested. 
It begins by suggesting that the undergrad- 
uate program of students in this field should 
include the following: 20 semester hours in 
beginning psychology, beginning abnormal 
psychology, psychological statistics, learning 
and perception, the higher mental processes, 
physiological psychology, etc.; 20 semester 
hours in biology, physics, and chemistry ; 9 
semester hours in mathematics through in- 
troductory calculus and statistics; 9 semes- 
ter hours in the fundamentals of educational 
philosophy and experimental didactics; 12 
semester hours in anthropology, sociology, 
economics, and political science; 6 semester 
hours in the history of culture, philosophy, 
logic, and comparative literature ; and enough 
work in modern languages to develop a read- 
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ing knowledge of two, preferably French and 
German. 

Building on this general background, the 
report suggests a four-year graduate pro- 
gram leading to the doctorate, including a 
full year of internship, preferably the third 
year. The courses recommended for the 
first year are general psychology, dynamic 
psychology I, experimental clinical and dy- 
namic psychology, developmental psychol- 
ogy, theory and practice of psychological 
tests and measurements I, physiological sci- 
ences, including physiology, anatomy, neuro- 
anatomy, neurophysiology, and endocrin- 
ology, advanced statistics and qualitative 
methods. In the second year the committee 
recommends dynamic psychology II, experi- 
mental clinical and dynamic psychology II, 
theory and practice of psychological tests 
and measurements, theory and practice of 
projective devices, therapeutic theory and 
methods, methods of case study and analysis, 
introduction to clinical medicine, educa- 
tional and vocational guidance techniques. 
The third year consists of an internship with 
various sorts of psychiatric patients. The 
recommendations for the fourth year include 
independent research leading to a disserta- 
tion; cross-discipline seminars attended by 
representatives of psychology, anthropology, 
sociology, psychiatry, etc.; seminars in psy- 
chology’s professional problems, standards, 
ethics, etc.; and additional courses in psy- 
chology as needed to round out the indi- 
vidual’s curriculum. 

The new thinking contained in this report 
is evidenced in various ways: by inclusion of 
preclinical sciences ; by emphasis upon train- 
ing in medicine, neuroanatomy, and neuro- 
physiology ; by emphasis upon related fields 
like sociology and anthropology; and above 
all by stressing the clinical rather than the 
academic approach, following medicine in 
teaching as much as possible at the patient's 
bedside. It would not, however, constitute 
adequate preparation for independent psy- 
chotherapy, which would have to be obtained 
later if required. 

The most satisfactory way to give such a 
psychological curriculum might well be in a 
separate graduate school for the psycho- 
logical sciences. Here certain basic graduate 
courses could be given, and then specializa- 
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tion could be undertaken in medical or clini- 
cal psychology, in pure research and experi- 
mental psychology, in social psychology, in 
industrial psychology, or in other areas. 
There should be close liaison with the medical 
school, the law school, and the business 
school, and combined programs with all of 
them. 

More than 30 universities accredited by 
the American Psychological Association to 
give doctoral training in clinical psychology 
are struggling to develop such programs. 
Only a few have approached adequate estab- 
lishment of such training, but very rapid 
changes have occurred in these centers in 
the last year, and it will not be many years 
before a number of such plans are fully im- 
plemented and producing a steady supply of 
graduates. At several universities the medi- 
cal schools through their departments of psy- 
chiatry have directly interested themselves 
in this training. 

Psychiatric education needs as radical al- 
terations of the traditional program as does 
psychological education. The changes should 
begin in undergraduate medical school. First, 
an inclusive and well-planned course in psy- 
chology, embracing some laboratory work, 
should be presented in the first year in the 
same status as the other preclinical sciences 
of normal function, like biochemistry and 
physiology. Second, there should also be, to 
a lesser degree, opportunity for study in so- 
ciology and economics. Third, since at least 
half the cases seen by a general practitioner 
have significant psychiatric aspects, certainly 
psychiatry should be taught in every one of 
the clinical years, and should include much 
more emphasis on psychoneurosis and psy- 
chosomatic medicine than on_ psychosis. 
Fourth, there should be a real course in ap- 
plied clinical psychology, including psycho- 
metric testing, the use of projective tech- 
niques, and all other methods available to 
clinical psychologists. Medical students 
should have an opportunity to use these pro- 
cedures in order to familiarize themselves 
with the theory behind them and to under- 
stand the significance of reports based on 
their use. Fifth, there should be courses in 
biostatistics and in the scientific method. 
Sixth, medical students should be required 
to do independent investigation resulting in 


a dissertation in a field of their choice, so 
that they will have respect for, motivation 
for, and understanding of the importance 
of research. Last, medical students should 
have the opportunity to work as members 
of the neuropsychiatric team. 

After medical school, interns and residents 
in psychiatry should learn more than how to 
make diagnoses and give shock treatment. 
There should be instruction in psychoana- 
lytic and other dynamic psychiatric concepts. 
A valuable adjunct to this is the study of 
literature, art, and history from this dynamic 
viewpoint. There should be instruction in 
psychotherapy both in an apprenticeship 
under an individual instructor, and in groups 
making detailed studies of the therapeutic 
progress of individual cases under the direc- 
tion of various psychiatrists so that different 
approaches can be learned. Student psychia- 
trists should become proficient in organizing 
and participating in the neuropsychiatric 
team. Finally, emphasis upon clinical research 
should be markedly increased in psychiatry, 
because of the great need for advancement 
in this field. 

In summary, we may conclude that the 
closest cooperation between the three pri- 
mary psychological professions is clearly 
presaged for the future. Thousands need 
to be trained in each of them. The educa- 
tional programs, whether in separate gradu- 
ate departments or in a single one, must be 
united in a pattern as closely integrated as 
the cooperative activities in which their grad- 
uates will take part. 


DISCUSSION 


Greorce E. Garpner, Px.D., M.D. (Boston, 
Mass.)—It would be impossible for a discussant 
to add materially to those sections of Dr. Miller’s 
paper that have to do with the job analyses of the 
psychiatrist, the clinical psychologist, and the social 
worker. Both from the point of view of current- 
day principles and also in relation to historical 
orientation he has outlined for us in admirable form 
the functions peculiar to each of these professions 
and in turn has outlined certain areas of overlapping 
where each professional group has staked a firm 
claim. 

As to Dr. Miller’s generalizations regarding the 
motivations behind the choices of profession and 
their actual or fantasied roles, their feelings of 
dependence or independence—with these observa- 
tions we cannot entirely agree because we feel all 
generalizations, particularly when they are based 
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upon differences in sex, immediately bring to mind 
so many exceptions that the generalizations them- 
selves lose value. 

There are two aspects of Dr. Miller’s paper that 
I would like to comment upon and emphasize and 
to which perhaps I can add one or two observations. 
Firstly, I am heartily in agreement with Dr. Miller 
that many of the basic psychological studies neces- 
sary for the training of the clinical psychologist 
should also be in the curriculum of the man trained 
for psychiatry. These include the fields of general, 
experimental, educational, and abnormal psychol- 
ogy ; sociology and social casework ; and anthropol- 
ogy. This point I emphasized in my paper before 
this Association a few days ago dealing with the 
training for specialization in child psychiatry. I 
think all of us in psychiatry, whether in the adult 
or in the children’s field, are increasingly aware of 
the deficiencies in the preclinical training of our 
candidates for specialization. Nor would I hold with 
the discussant of my own paper, nor would I agree 
with Dr. Miller, that this material can be given by 
added courses in the medical school curriculum. I 
say this not because it would be of no benefit to the 
medical student who is later going to become a 
psychiatrist, but because it is apparent to those of 
us dealing with the education of medical students 
that 90% of them have no interest in psychiatry 
beyond what is necessary to fit them for general 
practitioners of medicine. (I might say that we 
have in many instances oversold ourselves by our 
wishful thinking that medical students themselves 
want more psychiatric training. ) 

On the other hand, my feeling is that these allied 
bodies of knowledge should in some way be in- 
cluded as a part of our professional training of the 
future psychiatrist in his elective fourth year course 
as a medical student or in his first year of actual 
training, though I admit that this is practical and 
perhaps possible only in the larger medical centers. 
At any rate, there is no doubting the repeatedly 
observable fact that social workers and clinical psy- 
chologists with but one year of graduate study come 
to us in our clinics far better equipped to learn 
psychiatry and even to learn to be therapists than 
do our first year candidates in psychiatry. We must 
broaden the base of the psychiatrist’s training to 
take care of these studies which could best be 
called basic academic studies in dynamic psychiatry 
and in human behavior. 

My second point has to do with the topic of this 
afternoon, namely the training of the clinical psy- 
chologist. (Dr. Miller availed himself of the op- 
portunity to digress from clinical psychologists to 
psychiatrists, so I now avail myself of the oppor- 
tunity to digress back to the main topic.) Dr. 
Miller’s comments about the fundamental studies 
necessary in the training of the clinical psychologist, 
the social worker, and the psychiatrist lead me to 
emphasize again the fact that there is a common 
body of knowledge regarding human behavior and 
its deviations, which is basic for all three dis- 
ciplines, and I see no reason why at the university 
level there should be such duplication and redupli- 


cation from one school to the next as obtains at 
the present time. This waste of time and energy 
is due to the fact that basic training for later spe- 
cializations in such disciplines is sponsored by three 
or even more independently functioning faculties or 
departments. My feeling is that all these specialists 
in human behavior could best receive a 2-year pre- 
specialist training in a “School of Psychology,” 
just as we now have graduate schools of social 
work, theology, and education. All these fields 
could be required to follow in the “School of 
Psychology” the basic curriculum which we believe 
necessary for those whose primary interests are in 
the mental life of the individual and his interper- 
sonal relationships. 

To come even closer to the problem of the train- 
ing of the clinical psychologist himself, it seems 
to me, as I have watched the increasing demands 
for recognition of a new profession, that in our 
attempts to create the appropriate curriculum we 
have failed to notice one very definite difference in 
the evolution of this profession as distinguished 
from that of medicine. I refer to the fact that we 
seem to be trying to create a mythical general 
practitioner in psychology, whereas in fact there is 
no such being. We look at the history of medicine 
and note that specialists followed the establishment 
of the general practitioner. Then we tend to assume 
that just such a thing is happening in the field of 
clinical psychology, but such is not the case. Clin- 
ical psychologists are already highly specialized 
individuals working in many different fields with 
special techniques. To try to reduce them to the 
status of general practitioner is to reverse the proc- 
ess and fail to appreciate a status already attained. 
To outline a training program for such a proposed 
general practitioner seems to me the height of 
futile curriculum-making. 

For example, we have in practice today clinical 
psychologists—treatment psychologists, if you will— 
in such highly developed treatment specialties as 
educational psychology, personnel psychology, child 
psychology, preschool psychology, vocational and 
educational guidance, counseling, lay analysis, indi- 
vidual and group psychotherapy. All these men are 
specialists in treatment, whether we like it or not. 
Other psychological clinical specialists confine their 
attention to the refinement of diagnostic tools and 
the evaluation of psychotherapy and_ research. 
Hence, recognizing the present desperate need for 
specialists in the various therapies should not blind 
us to the needs served by the allied clinical psycho- 
logical specialists. 

What we need, it seems to me, is to formulate a 
basic curriculum of two or more years at the grad- 
uate level, which will be the common body of knowl- 
edge for all these specialists in clinical psychology. 
Some of these specialists in clinical psychology will 
want to do therapy more than anything else, and 
if they demonstrate their ability to do so, as our 
candidates for fellowship training have to demon- 
strate, there is no reason why they should not be- 
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come specialists in psychotherapy. Such training 
would necessarily be carried out under medical 
supervision. And by medical supervision I do not 
mean medical dominance. Others following their 
basic training will become educational psycholo- 
gists, and their treatment role will be as important 


as they care to make it. Still others will prefer 
guidance, diagnosis, research. 

By this type of approach we will make it impera- 
tive that all clinical psychologists are well equipped 
for their later specialization and the public they 
deal with will be protected. 


A PROPOSED CLASSIFICATION OF PSYCHOTIC BEHAVIOR 
REACTIONS * 
PHYLLIS WITTMAN, Pu. D., ann WILLIAM SHELDON, Pu.D., M.D. 


Elgin, Illinois * 


The present-day lack of interest in psy- 
chiatric classification and skepticism as to 
its value means that the subject matter of 
our paper requires a rationale as an intro- 
duction. 

There is growing recognition of the inade- 
quacies of our present psychiatric classifica- 
tion based on rigid “all or nothing” diagnostic 
labels. These inadequacies have caused some 
to go so far as to stress individual case studies 
and not even make a diagnostic evaluation. 
This appears to be giving up scientific meth- 
odology in the fields of psychiatry and ab- 
normal psychology before it has been given 
a fair trial. It not only gives up classifica- 
tion but in effect says that these fields can 
never be developed into a science. For if 
there is no agreement on classification there 
can be no discovery of truths or laws. 

Progress within any field of knowledge is 
based upon the known facts in the field being 
used as a springboard to obtain more knowl- 
edge through the scientific approach. Clas- 
sification has always been an indispensible 
aspect of the development of knowledge in 
every field. The result of Linnaeus’ work is 
a well-known example. 

Whitehorn and Zilboorg,’ in a paper writ- 
ten over IO years ago, state a position which 
is just as true now as then: “There are pos- 
sibilities for significant advances, by means 
of careful clinical study, in the fields of diag- 
nosis and classification but it would be quite 
undesirable to cast aside in advance the older, 
factual contribution of Kraepelin and his 
school.” Later on in the same paper these 
authors state, “The most outstanding need 


1 Read at the 103d annual meeting of The Ameri- 
can Psychiatric Association, New York, N. Y., 
May 19-23, 1947. 

2With the collaboration of D. Louis Stein- 
berg, M.D., Charles Morris, Ph. D., and Charles 
Katz, M.D. 

8 Present Trends In American Psychiatric Re- 
search, J. E. Whitehorn and G. Zilboorg, Am. J. 
of Psychiatry, Sept. 1933. 
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to be felt in our research work is the sys- 
temacization and clear formulation of our 
diagnostic, as well as our therapeutic, prob- 
lems and hence a more complete type of 
study of our clinical material. It would be 
very valuable to develop some generally 
usable terminology which would facilitate 
the interchange of reports on phenomen- 
ological observation as free as possible of 
etiological prejudices or partisan fervor.” 

Our paper describes a proposed classifica- 
tion of psychotic * reactions into what appear 
to be the 3 fundamental types of behavior. 
This classification does not take over the 
comprehensive diagnostic function of the 
Kraepelinian outline of psychosis types based 
on the medical concept of disease diagnosis. 
The medical concept of diagnosis is three- 
fold, comprising, (1) behavior including 
symptomatology, (2) underlying pathology 
and (3) etiology. While this is a demon- 
strably workable diagnostic outline for dis- 
ease entities it does not work out so well for 
psychiatric diagnoses. It is to be hoped that 
when our knowledge is further advanced, we 
shall be in a position to utilize this threefold 
medical diagnosis. That we are not in a posi- 
tion to do so as yet is demonstrated by ex- 
treme lack of homogeneity within any given 
Kraepelinian diagnostic grouping. 

Behavior including symptomatology is the 
only part of the medical concept of diagnosis 
that is feasible for use at the present stage 
of our knowledge in a psychiatric classifica- 
tion system based on descriptive factual evi- 
dence. Accepting this dictum, and after both 
study and experimental investigation, we 
think we have narrowed psychotic behavior 
reactions down to 3 fundamental types. 
These types we call (1) affective exaggera- 
tion, (2) paranoid projection, and (3) heboid 
regression. 


4We are also studying a tentative classification 
of psychoneurotic behavior reactions which will be 
reported on at some future time. 
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With such a classification all types of psy- 
chotic behavior reactions can be described, 
not only functional cases but organic, toxic, 
and “constitutional” cases as well. This fits 
in with the findings of several recent studies, 
especially of organic and toxic cases, which 
have shown that not only do patients so 
classified show different types of psychotic 
behavior but that the prognosis for the indi- 
vidual patient is related to the behavior pic- 
ture shown. In other words the syphilitic 
meningo-encephalitic with predominantly 
manic features has a better prognosis than 
one with the same diagnosis but with 
schizophrenic features. 

We have described these 3 fundamental 
components of psychotic behavior in terms 
of specific traits that for research studies 
can be checked on each patient used as sub- 
ject. (This list of traits appears at the end 
of the article.) Our experience has been that 
the use of such a classification convinces one 
that a rigid pigeon-holing of psychotic pa- 
tients into one classification, such as manic- 
depressive, manic, or paranoid schizophrenia, 
does not fit with the facts of the case. As 
in the many studies on behavior and per- 
sonality traits with “normal” individuals we 
rarely find our psychotic subjects fitting into 
one behavior type alone. This we believe is 
the explanation for the present lack of homo- 
geneity of cases within a given diagnostic 
grouping. This lack of homogeneity defeats 
the whole purpose of classification. At pres- 
ent we frequently have cases within a given 
diagnostic grouping that differ as much as 
the group as a whole does from some other 
diagnostic group. However, by evaluating 
the strength of the different fundamental 
components of behavior and expressing these 
weights in numerical terms, we can have 
a classification which yields homogeneous 
groups. In addition we will have a diag- 
nostic schema which lends itself readily to 
research and to statistical analysis of the 
results of such research. 

Referring to the check list, three numbers 
signify the weight on a 7-point scale for the 
3 fundamental components of psychotic be- 
havior reaction. Thus F 153 would be a case 
of functional psychosis showing an extreme 
latk of emotional exaggeration with very 
marked paranoid traits together with some 


heboid regressive features. A case classi- 
fied as F 135 would describe a patient with 
some paranoid features and very marked 
heboid regression. With our present classi- 
fication both these patients would be diag- 
nosed paranoid schizophrenia although the 
patients’ behavior, their adjustment in the 
institution, and the prognosis in terms of 
personality integration would be very differ- 
ent. This difference is completely ignored 
by merely diagnosing both patients paranoid 
schizophrenia. 

Our study of catatonic dementia przecox 
cases suggests that these patients show rela- 
tively strong weightings in all three of 
the fundamental components of psychotic 
behavior. Of 43 patients so diagnosed at 
the Elgin State Hospital we found only one 
who had shown catalepsy at any time, so that 
at least for the Elgin staff this cannot be 
considered an important diagnostic citerion. 
What we did find for all these cases were 
sudden and dramatic changes in psychotic be- 
havior reactions. The typical catatonic might 
show excitement, with press of speech and 
hyperactivity, then, over-night, change to ir- 
ritable, combative, truculent behavior charac- 
teristic of the paranoid, and, at still another 
time, show the mute, withdrawn, regressed 
behavior (even to untidy toilet habits) of the 
hebephrenic precox. I would like to picture 
briefly the behavior of one patient diagnosed 
as catatonic precox, with a psychotic be- 
havior rating of F 4433. 

R. Z. was first admitted in 1943 to the 
Elgin State Hospital following an acute 
mental break while in the Army Air Corp. 
On admission he was described as idle and 
seclusive, stimulated only with difficulty, 
manneristic, hallucinating, and delusional. 
The last progress note February 1947 de- 
scribes patient as frequently acutely dis- 
turbed although when in remission he is a 
good worker on lawn detail. When disturbed 
he is at times irritable and combative and 
frequently shows pressure of speech, flight 
of ideas, and grandiosity. At other times 
he is markedly withdrawn and manneristic. 
At time of writing the patient is slightly 
elated and very friendly, with relevant, 
coherent speech. 

Study of 42 other catatonic precox cases 
(27 of whom were rated before being so 
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diagnosed) has confirmed our original hy- 
pothesis that these cases are characterized 
by relatively heavy weightings in all three 
of the fundamental psychotic behavior 
reactions. 

The most marked finding among the pa- 
tients with a relatively high weighting in af- 
fective exaggeration in their psychotic be- 
havior was the secondarily strong weighting 
for the manic subgroup in paranoid projec- 
tion. Among those with strong weightings 
both in depressive constriction and in schizo- 
phrenic regression were several who were 
later diagnosed at staff as manic-depressive, 
depressed, with schizophrenic features. 

Among the organic patients studied are 
two patients both diagnosed later as syphilitic 
meningo-encephalitis who show extreme dif- 
ference in psychotic behavior despite the 
same diagnosis. One is rated as O 5,41, the 
other as O 125. The etiology for the psy- 
chosis is the same in both these patients but 
the type of psychosis is entirely different. 

The very small number of toxic psychoses 
evaluated have not shown these marked dif- 
ferences. However, other investigators have 
found extreme differences in prognosis, i.¢., 
between the toxic postpartum patients with 
schizophrenic behavior as compared with 
other types of psychotic behavior. Thus we 
can expect to find extremes in psychotic be- 
havior reaction among our cases diagnosed 
toxic psychosis when we have studied a 
larger number. 

The medical and psychological staff mem- 
bers at the Elgin State Hospital have been 
very cooperative in working with us on this 
study. We have 350 cases that have been 
evaluated in terms of the 3 psychotic be- 
havior reactions by the writer (P. W.) and 
one other person, usually the psychiatrist on 
the receiving service, before staff presenta- 
tion. The writer (P. W.) used only the 
records on the patient and did not see the 
individual being rated. Between the two 
ratings made independently we found corre- 
lations in the eighties for the 3 psychotic be- 
havior components. This suggests that we 
have a diagnostic device that can give reliable 
results. Thus we should expect to get agree- 
ment in diagnostic evaluations using such a 
classification with or without the Kraeplinian 
diagnosis. However, we agree completely 
with Whitehorn and Zilboorg that it would 


be undesirable to cast aside the older, factual 
contribution of Kraepelin and his school. 
The classification of psychotic behavior reac- 
tions is a limitation and clarification of the 
present classification system. 

Independent investigators in any field of 
research gain encouragement and support for 
their hypothesis by finding other studies that 
directly or indirectly appear to fit in with 
their thesis. We have been very fortunate 
in finding, or having called to our attention, 
a number of studies that seem to fit in nicely 
with our hypothesis of these 3 fundamental 
types of behavior reaction for psychotics. 
studies include Dr. William A. 
Sheldon’s analysis of temperament types, 
viscerotonic, somatotonic, and cerebrotonic 
and his more recent analysis of delinquents 
into 3 groups; Dr. Richard Jenkin’s classi- 
fication of delinquents into socialized, ag- 
gressive, and inhibited groups; Dr. Karen 
Horney’s division of neurotics into those 
showing a drive toward, against, and away 
from people; and Dr. Heyer’s division of 
his patients into those whose drives are 
vegetative, animalistic, and spiritual. 

Dr. Raymond Cattell, research professor 
of psychology at the University of Illinois, 
believes that there may be a relationship be- 
tween our 3 types and 3 personality factors 
found by him through factor analysis pro- 
cedures. We hope in the near future to sub- 
mit our data to a factor analysis study in 
order to check the hypothesis that there are 
only 3 fundamental components of psychotic 
behavior. 

We think we are justified in calling our 
classificational procedure a scientific ap- 
proach rather than an “art” in which experi- 
ence, insight, and intuition, or the using of 
minimal cues, are all mixed together. As 
an art the experienced clinician cannot pass 
on his intuitive skills in diagnosis to those 
studying under him. Our suggested addition 
of a classification of psychotic behavior is 
scientific since its use allows a check of the 
conclusions by other investigators. | 

In addition, we believe we have developed 
the more definite systematization and clear 
formulation of descriptive and qualitative 
psychiatric knowledge (as far as psychotic 
behavior is concerned) called for by Drs. 
Whitehorn and Zilboorg in their paper 
quoted earlier. 
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TENTATIVE CHECK LIST OF PSYCHOTIC BEHAVIOR TRAITS 5 


I. Affective Exaggeration 

Exaggerated emotional tone associated with low- 
ered threshold of emotionality, may be general as 
in emotional lability or selective and fixed at one 
of the two extremes, euphoric expansion or depres- 
sive constriction. 


II. Paranoid Projection 


A compensatory reaction to extremes of suspi- 
ciousness and conceit. Usually characterized by 
the supercilious, domineering self-assurance as- 
sociated with somatic aggression but may be 
characterized by the opposite extreme of meekly 
accepting, submissive, and indecisive reactions 
associated with a compensatory type of ideational 
substitution. 


III. Schizophrenic Withdrawal 


A regressive reaction characterized by apathy 
and withdrawal from social contacts, few if any 
interests, and marked lack of energy and initiative 
either with bizarre, irrelevant affect or, at the op- 
posite extreme, a paucity of affect and ideation. 

The five major groups, roughly differentiated 
as to etiology, are indicated by the following initials: 

F for Functional, 

O for Organic, 

T for Toxic, 

P for Psychopathic Personality, 

M for Mental Defective. 
Also, in practice, the specific etiologic factor for 
either the organic or toxic condition is given after 
the weighting of the psychotic behavior reactions. 
For example, O 2:44-Syphilitic Meningo Encepha- 
litis, T 446, 1-Chronic Alcoholism. 


5 January 1948 revision. 


The individual traits for each of the components 
listed are weighted on a I- to 7-point scale, in- 
terpreted as follows: 

1. An extreme lack, 
Slight evidence, 
Present but not marked, 
A marked degree, 
Very marked degree, 
Extreme, colors the entire picture, 
Maximum, to the exclusion of opposing 
components. 

The final weight for a given component is the 
average of the weights assigned for all the traits 
listed under that component. The subscripts A 
and B are used to indicate which of the two sub- 
types under a given component is the stronger. The 
subscript is omitted only when the total weights 
for A and B are equal or approximately equal indi- 
cating a general reaction, i.e., affective lability, 
paranoid projection with somatic aggression and 
ideational substitution, or schizoid withdrawal 
with both bizarre, irrelevant affect and paucity of 
ideation. 

The sum of the 3 psychotic behavior components 
has been empirically set at 10 points as designating a 
psychotic condition (at only 9 points if one com- 
ponent has the maximum weight of 7). A sum for 
the three components that is less than 10 points 
(unless one component is the maximum of 7) desig- 
nates a psychoneurotic or nonpsychotic condition. 

Thus, F 5s 3s 2 designates a psychosis without 
any demonstrable organic cause showing an ex- 
treme degree of depressive constriction, some evi- 
dence of paranoid projection expressed in terms of 
ideational substitution rather than somatic aggres- 
sion, and only slight schizophrenic withdrawal. 


I. AFFECTIVE EXAGGERATION 


Evupuoric Expansion (A) 


Vivacious and buoyant 
Overactive and energetic 
Distractible attention 

Socially confident and assured 
Flight of ideas 

Press of speech 

Rhyming, punning speech, etc. 
Feelings of physical well-being 
Hypereroticism 

10. Expansive ideation 

11. Friendly and outgoing 

12. Lack of inhibitory control 

13. Optimistic and independent 

14. Noisy and loud 

15. Histrionic and exhibitionistic 
16. Blithe unconcern 


ee 


DEPRESSIVE CONSTRICTION (B) 


Dejected and hopeless in attitude and manner 
Slow and retarded in movements 
Narrowed interest and attention 
Socially depressed and retarded 
Retardation of thought processes 
Retarded speech 

Monosyllabic or mute 
Hypochondriacal complaints 
Hypoeroticism 

Ideas of unworthiness and guilt 
Self-absorbed and brooding 
Inhibited in manner and control 
Pessimistic and dependent 

Quiet and restrained 

Reserved and subdued 

Overconcern with personal problems 
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II. PARANOID PROJECTION 


Somatic AGGRESSION (A) 


Assertive and aggressive manner 
Overt recognition of own superiority 
Self-assured and superior. 

Superior and condescending in speech 
Rigid, inflexible judgments expressed 
Egocentric attitude 


. Forceful and energetic in speech and movement 


Overt projection of unacceptable drives 
Pedantic opinionated attitudes 
Conceited and grandiose 

Projection of erotic drives 

Openly critical and sarcastic 
Exaggerated self-esteem 


. Indifferent disregard for others’ opinion 


Irritable and irascible 


. Verbally or physically abusive 


IDEATIONAL SUBSTITUTION (B) 


Meekly submissive in manner 

Without overt superiority feelings 
Dependence upon others 

Self-depreciating in speech and manner 
Egocentric judgment only on probing 
Egocentricity cloaked by obsequiousness 
Weakly subordinated in speech and movement 
Ideational substitution for overt projection 
Indecisive, ambivalent attitudes 
Suspiciously apprehensive 

Repression of erotic drives 

Defensively accepting of authority 

Overt inferiority feelings 

Sensitively protective of own ego 
Accepting and conforming 

Neither verbally or physically abusive 


III. SCHIZOID WITHDRAWAL 


IRRELEVANT AFFECT (A) 


Dissociated affect 

Incongruity of affect and ideation 
Physical inertia 

Bizarre delusional ideation 

Silly laughter and grimacing 

Lack of heterosexual contacts 
Collapsed flaccidity in appearance 
Irrelevant, rambling speech 

Bizarre motor mannerisms 

Overt masturbatory activity 

Overt affective reaction to hallucinations 
Ideas of influeace and control 
Bizarre somatic ideation 

Autistic self-absorption 

Engrossed in delusional phantasy life 


. Reversal of reality and phantasy 


Paucity oF AFFECT AND IDEATION (B) 


Apathetic and unconcerned 
Apparent lack of affect 

Mental and physical inertia 
Paucity of thought content 
Emotionally levelled 

Lack of heterosexual interests 
Extreme passivity in attitude 
Monosyllabic or mute 

Lifeless and automaton-like 

Lack of any libido drive 

Without auditory hallucinations 
Without ideas of influence or control 
Without somatic ideation 
Extreme indifference 

No evidence of delusional ideation 
Withdrawn from reality 
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CASE REPORT 


A PRELIMINARY REPORT ON EXTRAMURAL TREATMENT OF SEVERE 
DELIRIUM TREMENS WITH RECOVERY IN TEN HOURS 


ROBERT V. SELIGER, M.D., Battrmore, Mp. 


Delirium tremens is a familiar alcoholic 
mental disease characterized by visual hallu- 
cinations (seeing many animals and faces ac- 
tually not present), accompanied by marked 
fear of the objects seen, confusion, disorien- 
tation for time, place, and person and, in 
general, being out of contact or “off the 
beam.” 

Studies of patients with delirium tremens, 
or the “D.T’s.”, reveal that they nearly al- 
ways give a history of heavy drinking, eating 
very little, drinking more, and then not eating 
at all. Therefore, nutritional depletion (es- 
pecially of vitamin Br) is a major factor in 
the production of this illness. 

Because of the shortage in hospital beds 
both of general and specialized hospitals, and 
also, for some people, because of private 
hospital costs it has been necessary to de- 
velop extramural techniques for treating 
cases of acute alcoholism, including delirium 
tremens. 

Thoughts to the contrary notwithstanding, 
this can be quite easily done extramurally in 
office practice with the help of a nurse or 
specially trained nurse’s aide. After a short 
physical and neurological examination has 
been made, the patient is placed on a couch, 
given I-2 grains phenobarbital and 3 grains 
sodium dilantin (as an anticonvulsant). At 
the same time the arm is prepared for im- 
mediate intravenous injection of 1,000 to 
2,000 cc of 10% dextrose in normal salt so- 
lution (isotonic solution of sodium chloride), 
which can be obtained from many hospital 
supply companies. One removes the sealing 
material, inserts the tube of the intravenous 
needle set, which can be purchased from 
such companies, and the drip intravenous 
flow is then started. As this goes on, 100,000 
to 200,000 units of thiamin hydrochloride 
(vitamin Br) and 25 units of insulin are 
iatroduced into the tubing. One and a half 
hours later another dose of phenobarbital 


and sodium dilantin is given; another, 2 
hours later; and a third dose about 3 hours 
later. No alcoholic beverage of any kind is 
given and all drinking of alcoholic beverages 
is immediately stopped. Candy and heavily 
sugared orange juice should be available if 
mild insulin shock reactions occur. 

This treatment will clear up uncomplicated 
cases of D.T’s. in individuals under 55 in 
about 10 hours. In some instances it may 
be wise to administer another 1,000 cc of 
the intravenous with insulin and vitamin 
Br on the following day, and for several days 
after the first visit the patient should be 
kept on phenobarbital grains 1 and sodium 
dilantin grains 3, t.id. and q.n. and from 
50,000 to 100,000 units of vitamin Br intra- 
muscularly. The following case is illustrative 
of the good results obtained by using this 
procedure extramurally. 


A 37-year-old white bartender, divorced 2 months, 
was brought in on June 25, 1947. For about 
3 months he had been drinking daily one-fifth of 
whiskey with innumerable beer-chasers but had 
been able to work until June 19, when he stayed 
home and for the next 24 days drank approximately 
14 to 2 fifths daily. On the night of the 21st he 
stopped abruptly and drank no more for the next 
4 days. By the second day of abstinence he had 
become mildly visually hallucinated, was not sleep- 
ing or eating and taking no fluids of any sort. 
Progressively his delirium became worse so that 
members of his family had to restrain him by force. 
His visual hallucinations assumed vivid frightening 
aspects, such as large rats gnawing his feet, wild- 
eyed cats scrambling over his body, and flames 
which surrounded his bed. He was in this state 
when first seen by us on June 25 and, as stated, 
had to be carried in for he could not walk, was 
mumbling, screaming, and obviously in great terror. 

He was immediately sedated with phenobarbital 
and sodium dilantin, and placed in treatment room 
at about 11 a.m., for an intravenous injection of 2,000 
ce. of 10% dextrose in normal salt solution with 25 
units of insulin and 400,000 units of vitamin Br. 

Throughout the intravenous procedure his visual 
hallucinations continued vividly, in quick alternation 
as he described and shrank from the hordes of rats 
gnawing at his body, the flames, and so on. After 
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the first intravenous was completed, he continued 
delirious but in a comfortable relaxed manner, 
sometimes “tending bar,” then garrulously talking 
with various acquaintances about old times, and 
most carefully smoking nonexistent cigarettes 
flicking the ashes into an equally nonexistent ash 
tray, and also repairing watches. This last phe- 
nomenon was quite impressive as he went through 
involved, precise, and deft movements of actually 
repairing a specific watch, asking for various parts 
and at one point sharply rebuking the technician 
for handing him a stem belonging to another watch. 
This condition lasted for about 4 hours, when he 
was given an additional 1,000 cc. intravenous with 
the same amounts as before of insulin and vitamin 
Bi. After absorption of nearly 500 cc. he was able 
to answer simple questions (What is your name? 
Where are you?) in a monosyllabic but accurate 
and rational manner. At completion of treatment 
he was able to walk with very little support, and, 
at 6 p.m., only 7 hours after therapy had begun, 
he was entirely clear mentally and able to walk, 
though with a flail-like gait, to an automobile 
about 20 yards away and to climb in unassisted. 
The next morning he returned and was given 
another 1,000 cc. I.V., 25 units of insulin and 100,- 
000 units of vitamin Br. He had slept well, was 
quite calm, and entirely rational. The only residuals 


noted were a moderately severe polyneuritis in- 
volving chiefly the lower extremites, a feeling of 
great weakness, and tremor of hands. He remained 
at rest for several hours with mild sedation, was 
then given 300,000 units of vitamin Br intramus- 
cularly and sedation for the night with orders for 
continued use of sugared orange juice. On the 
next day he was again given the same amount of 
vitamin Br, but required no further I.V. nor medi- 
cation, which was entirely discontinued. One week 
after he was first seen by us in an acutely delirious 
state he had entirely recovered, with appetite, spirits, 
and sleep reported as excellent. 

In conclusion, this preliminary report of 
patients with delirium tremens is presented 
to show that they can be treated extramurally 
and rapidly by a very simple method. This 
expedient and practical technique has been 
used with safety and marked success with 
increasing frequency by the author in the 
past 5 years in the uncomplicated cases of 
delirium tremens. Originally it was neces- 
sary to formulate a treatment technique due 
to unavailability of hospital beds and staff 
shortages. 
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CORRESPONDENCE 


NARCOTIC DRUGS AND GENOCIDE 


In reply to a request for a brief statement 
of his findings in connection with the use of 
opium by the Japanese as a weapon of war, 
H, J. Anslinger, Commissioner of Narcotics, 
Treasury Department, Washington, D. C., 
wrote as follows: 


Editor, AMERICAN JOURNAL OF PsYCHIATRY : 

Sir.—I take pleasure in quoting the fol- 
lowing extract from page 20 of United Na- 
tions document No. E/CN.7/W.40, dated 
May 20, 1948, which is the Report of the 
Commission on Narcotic Drugs to the Eco- 
nomic and Social Council on the Third Ses- 
sion of the Commission: 


17. Narcotic Drugs and Genocide. 

The Commission took note of document E/CN.7/ 
W.28 submitted by the representative of the 
United States giving photographs and full infor- 
mation on the factory built by the Japanese author- 
ities in Mukden for the purpose of manufacturing 
narcotic drugs to be distributed to the inhabitants 
of Manchuria. It was estimated that this factory 
could process 400,000 kilogrammes of opium annu- 
ally which was sufficient for the production of 
50,000 kilogrammes of heroin. 

The Commission was of the opinion that pro- 
vision should be made against crimes of this nature 
in the Convention on Genocide and, after hearing 
an advance report on the work of the Ad Hoc 


Committee on Genocide, adopted the following 
resolution: 

The Commission on Narcotic Drugs 

Having considered document E/CN.7/W.28, sub- 
mitted by the representative of the United States, 
giving details of the factory for the manufacture 
of narcotic drugs built by the Japanese authorities 
in Mukden during the Japanese occupation of Man- 
churia, and taking particularly into account the 
manufacturing capacity of that factory which in the 
opinion of an expert consulted by the United States 
representative was 50,000 kilos of heroin annually, 
an amount which represents 50 times the amount 
the annual legitimate needs of the world for this 
drug; 

Having been profoundly shocked by the fact that 
the Japanese occupation authorities in Northeastern 
China utilized narcotic drugs during the recent war 
for the purpose of undermining the resistance and 
impairing the physical and mental well-being of 
the Chinese people; 

Considering that narcotic drugs constituted and 
may constitute in the future, a powerful instrument 
of the most hideous crime against mankind ; 

Recommends that the Economic and Social Coun- 
cil ensure that the use of narcotics as an instrument 
of committing a crime of this nature be covered by 
the proposed Convention on the Prevention and 
Punishment of Genocide. 


Very truly yours, 
H. J. ANSLINGER, 
Commissioner of Narcotics. 
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CONSTITUTION AND BY-LAWS 


CONSTITUTION 


ARTICLE I 
NAME 


This corporation, founded in 1844 as The Asso- 
ciation of Medical Superintendents of American 
Institutions for the Insane, known from 1892 to 
1921 as The American Medico-Psychological Asso- 
ciation and since 1921 as The American Psychiatric 
Association, is hereby continued under the last 
designation. 


ARTICLE II 
OBJECTS 


The objects of this Association shall be—(A) to 
further the study of subjects pertaining to the na- 
ture, treatment and prevention of mental disorders ; 
(B) to further the interests, the maintenance, and 
the advancement of standards of hospitals for mental 
disorders, of out-patient clinics, and of all other 
agencies concerned with the medical, social and 
legal aspects of these disorders; (C) to further 
psychiatric education and research; (D) and to 
apply psychiatric knowledge to other branches of 
medicine, to other sciences and to the public welfare. 


ARTICLE III 
MEMBERSHIP 


Section I. There shall be six classes of members : 
Fellows, Members, Associate Members, Life Fel- 
lows, Honorary Members, Corresponding Members. 

Section II. All classes of membership except 
Honorary and Corresponding Members shall be 
residents of the United States or its dependencies 
or British America at the time of their election. 

Section III. A Committee on Membership of not 
less than five Fellows shall be appointed by the 
President and approved by the Council. One mem- 
ber of this Committee shall retire each year and 
be ineligible for reappointment. It shall be the 
duty of this Committee to make a report and 
recommendation to the Council on every application 
for every class of membership. 

It shall also be the duty of this Committee im- 
mediately after its organization and from time to 
time afterward to submit to the Council plans 
for the procedures by which it proposes to pass 
upon the fitness of new applicants for membership 
and of present members of the Association, make 
such other recommendations as it may deem advis- 
able from time to time and perform such other 
duties as Council or Association may assign to it. 
Its plans and recommendations must be approved 
by the Council. 

Section IV. Fellows hereafter shall be chosen 
from members of not less than one year’s standing 
who have specialized in the practice of psychiatry 
for at least six years. 
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Section V. Members hereafter shall be chosen 
from physicians who have specialized in the practice 
of psychiatry for at least 3 years and after fulfilling 
the requirements of Associate Members. Members 
shall be recommended to Fellowship as it be- 
comes apparent that they deserve this recognition. 

Section VI. Associate Members shall be phy- 
sicians who have had at least one year’s practice 
in a mental hospital or its equivalent. 

Section VII. Life Fellows shall be those who 
have maintained themselves in good standing as 
Fellows (or formerly as active members) for thirty 
consecutive years. They have all the rights of 
Fellows. 

Section VIII. Honorary Members shall be those 
who have distinguished themselves by attainments 
in psychiatry or related sciences or who have ren- 
dered signal service in philanthropic efforts to pro- 
mote the interests of psychiatry and mental hygiene. 

Section IX. Corresponding Members shall be 
those who are qualified for Fellowship but who are 
not residents of the United States or its dependencies 
or British America. 


ARTICLE IV 
OFFICERS 


The officers of the Association shall be a Presi- 
dent, President-Elect, a Secretary and a Treasurer 
whose duties may be combined, and a Council to 
include the above officers and twelve Fellows of 
whom the retiring President shall be one. 

Past-Presidents after their service in the Council 
shall thereafter be ex-officio members of the Council 
without the right to vote. 

There shall be three Auditors, one of whom shall 
retire each year. 


ARTICLE V 
PRIVILEGES 


Fellows and Members only shall be entitled to 
vote at any meeting and Fellows only shall be 
eligible to office in the Association. Life Fellows, 
Honorary members, and Corresponding members 
shall be exempt from the payment of annual dues 
to the Association. 


ARTICLE VI 
ELECTION OF OFFICERS 


Section I. The officers and four members of the 
Council and one Auditor shall be elected at each 
annual meeting. Nominations shall be made to the 
Association in the order of business at the first 
session of the second day of the annual meeting by 
a committee appointed for that purpose by the 
President during the first month of his incumbency. 
Elections shall take place immediately. The nomi- 
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nating committee shall consist of five Fellows. It 
will send out its ballot in the JouRNAL or otherwise 
to every member of the Association, at least one 
month before the annual meeting. Other nomina- 
tions may be made from the floor. 

Section II. The President, President-Elect, and 
Secretary and Treasurer shall hold office for one 
year. Councillors and Auditors shall serve three 
years. The President, President-Elect and the four 
retiring Councillors are ineligible for re-election to 
their respective offices for one year immediately 
following their retirement. The President, Presi- 
dent-Elect, Secretary and Treasurer, shall enter 
upon office at the close of business at the annual 
meeting at which they are elected. Other officers 
shall enter upon their duties immediately after their 
election. All officers shall serve until their successors 
are elected, and qualified. 

Section III. A majority of the members of the 
Council shall constitute a quorum. 


ARTICLE VII 
Powers 


The President shall preside at the annual and 
special meetings of the Association or Council. In 
his absence at any time the President-Elect shall 
act in his place. The President shall appoint 
committees of the Association. 

The President-Elect shall assume the office of 
President at the close of the annual meeting held 
one year after his election. 

The secretary shall keep the records of the Asso- 
ciation and perform all the duties that may be 
prescribed for him by the Council. The Treasurer, 
under the Council, shall receive and disburse and 
duly account for, all sums of money belonging to 
the Association; he shall submit a financial state- 
ment each year to the Council at its annual meeting ; 
he shall be placed under bond to an amount which 
the Council each year directs. The Council may 
appoint an Executive Assistant or a person other- 
wise designated on a salary to carry such duties of 
the Secretary-Treasurer as may be assigned by the 
Council, having power to receive and deposit moneys 
for the Association. Such Assistant shall be bonded 
in an amount to be determined by the Council. 

The Auditors shall examine each annual financial 
statement of the Treasurer and arrange for its 
audit by certified public accountants. The Auditors 
will propose and the Council will name the depos- 
itories in which the Treasurer shall keep the funds 
of the Association. The Auditors will act as the 


Financial Committee of the Council and their rec- 
ommendations and actions shall be subject to the 
approval of the Council. 

The Council shall control the funds in the posses- 
sion of the Association. It shall publish a JouRNAL 
and print annually the proceedings of the meetings. 
It shall appoint the editor of the AMERICAN JouR- 
NAL OF PsycuHiaTry. It is empowered to appoint 
Committees from its own membership to expend 
money for special scientific investigations in matters 
pertaining to the objects and business of the Asso- 
ciation, to publish reports of such investigations, 
to adopt a budget for current expenses of the 
Treasurer and Committees for the ensuing year, and 
to apply the income of special funds to the purposes 
for which they were intended. 

The Council shall elect an executive committee 
to consist of the President, President-Elect and 
Secretary with two other of its members which 
shall have the powers of the Council (at such times 
as matters important to the Association must be 
decided and it is considered unnecessary to call the 
Council together) between meetings of the Council. 

The Executive Committee derives all its powers 
from the Council and the Council derives all its 
powers from the Association. 


ARTICLE VIII 
AMENDMENTS 


Amendments to the Constitution shall be con- 
sidered at the first session of the second day of any 
annual meeting and be adopted by a two-thirds vote 
of all Fellows and Members present and voting: 
Provided, That notice of proposed amendments has 
been given in writing at the annual meeting pre- 
ceding that at which the amendments are submitted 
for action. It shall be the duty of the Secretary to 
send to every member, in the JourNAL or otherwise, 
at least three months previous to the voting upon 
an amendment, a copy of its provisions. 

Amendments to the By-Laws shall also be con- 
sidered at the first session of the second day of any 
annual meeting and may be adopted by a two-thirds 
vote of all the Fellows and Members present and 
voting: Provided, That notice of proposed amend- 
ments shall have been given to the Secretary and by 
him published in the JourNAL or otherwise, at least 
three months previous to the annual meeting at 
which they are to be considered, and further Pro- 
vided, That these amendments have been considered 
at an appropriate meeting of the Council. 


BY-LAWS 


ARTICLE I 
OrpDER OF BUSINESS 


The meetings of the Association shall be held 
annually, each meeting to extend over at least three 
days. The place of each meeting shall be named by 
the Council and reported to the Association for 
action at the annual meeting preceding. Each annual 
meeting shall be called by printed announcements 
sent to each member on its rolls at least three 


months previous to the meeting, and by publication 
in the JouRNAL. 

On the second day election of officers shall be held 
and amendments to the Constitution and By-Laws 
shall be considered. 

On the third day elections to the different classes 
of membership in the Association shall be held. The 
lists of candidates submitted shall have been passed 
by the Committee on Membership and the Council. 
Before the close of the final session the President, 


134 CONSTITUTION 


AND BY-LAWS 


[ Aug. 


the President-Elect, and the Secretary and Trea- 
surer shall be inducted to office. 

The Council shall hold an annual meeting con- 
current with the annual meeting of the Association; 
and shali hold as many sessions and at such times 
as the business of the Association may require. 

The President shall have authority at any time, 
at his own discretion, to instruct the Secretary to 
call a special meeting of the Council; and he shall 
be required to do so upon a request signed by six 
members of the Council. Such special meetings 
shall be called by giving at least two weeks’ written 
notice. 

ARTICLE II 

Each member shall pay to the Treasurer such 
annual dues and assessments as shall be determined 
by the Council at its annual meeting. 


ARTICLE III 
RESIGNATION AND DISMISSAL 


Any member of the Association may withdraw 
by signifying his desire to do so in writing to the 
Secretary: Provided, That he shall have paid all 
dues to the Association. Any member who shall 
fail for three successive years to pay dues after 
special notice by the Treasurer shall be regarded as 
having forfeited membership, unless such payment 
of dues is waived by the Council for good and 
sufficient reasons. 

The name of any member declared unfit for mem- 
bership by two-thirds vote of the members of the 
Council present at an annual meeting of that body, 
shall be presented by the Council to the Association, 
from which he shall be dismissed if it be so voted 
by a number not less than two-thirds of those 
present at the annual meeting, registered and voting. 


ARTICLE IV 
AFFILIATED SOCIETIES 


When any state or provincial psychiatric society 
of a geographic division in the United States or 
British America shall express a desire to become 
an affiliated society of The American Psychiatric 
Association, it shall submit to the Council of this 
Association a copy of its constitution and by-laws, 
showing the requirements for membership and a list 


of the members. If the Council recommends to the 
Association at an annual meeting that the said 
society be accepted and this recommendation be 
adopted by a vote of not less than two-thirds of 
the Fellows and Members registered and voting at 
the session at which the recommendation is sub- 
mitted, the society making application shall there- 
after be designated as an Affiliated Society of the 
Association. Societies designated as district societies 
previous to the adoption of this by-law shall here- 
after be designated as Affiliated Societies. 


ARTICLE V 
District BRANCHES 


When a group of not less than twenty of the 
membership of the Association residing in any state 
or group of adjoining states shall make application 
to the Council of this Association to organize a 
district branch of the Association and the Council 
approves, the Council may recommend to the Asso- 
ciation at an annual meeting, the establishment of 
such a district branch, to be named according to 
the state or group of states where it is to be 
organized. The recommendation may be adopted by 
a vote of not less than two-thirds of the Fellows 
and Members of the Association registered and 
voting at the session at which the recommendation 
is submitted: provided however, that no one shall 
become a member of the district branch who is not 
already in the membership of The American Psy- 
chiatric Association. Each district branch may elect 
its own officers, arrange its own programs of meet- 
ing and shall provide for its own expenses. 


ARTICLE VI 
New SECTIONS 
The Council upon its own initiative or upon the 
application of not less than twenty Fellows or 
Members, or Associate Members, may present to 
the Association a proposal for a section which shall 
have its own special program. Upon approval of 
the Association the following plan shall be adopted: 
1. A section of The American Psychiatric Asso- 
ciation shall be established and appropriately named. 
2. A section chairman and secretary shall be 
elected by the section. The chairman shall be a 
Fellow of The American Psychiatric Association. 
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PROPOSED NEW CONSTITUTION AND BY-LAWS 


The following draft for a revised constitution and by-laws permitting a reorganization and expan- 
sion of The American Psychiatric Association is hereby submitted to the membership for study. 
Although hundreds of hours of hard work have been invested by the members of your committee 
and outside consultants in bringing this to its present stage, no one is more aware than we that it is 
as yet very imperfect. It will undoubtedly require a considerable number of minor changes. The Com- 
mittee bespeaks the indulgent tolerance of all members for our mistakes and their earnest attention 
to (1) the general principles implemented by this proposed constitution and by-laws and (2) the cor- 


rection of errors in detail. 


THE COMMITTEE ON REORGANIZATION 


CONSTITUTION 


ARTICLE 1 
TITLE 


The name of this corporation is The American 
Psychiatric Association. 


ARTICLE 2 


The objects of this Association shall be: (A) to 
promote the science and the practice of psychiatry, 
and the betterment of mental health; (B) to fur- 
ther the interest, the maintenance, and the advance- 
ment of standards of hospitals for mental disorders, 
of out-patient clinics, and of all other agencies con- 
cerned with the medical, social, and legal aspects 
of these disorders; (C) to further psychiatric edu- 
cation and research; (D) to apply psychiatric 
knowledge to other branches of medicine, to other 
sciences and to the public welfare; (E) to pro- 
mote the mutual improvement and advancement of 
its members. 


ARTICLE 3 
District CONSTITUENT SOCIETIES 


The American Psychiatric Association shall be 
composed of Life Members, Fellows, Members, As- 
sociate Members and Corresponding and Honorary 
Members. Provision shall also be made for Affili- 
ates. Constituent District Societies shall be organ- 
ized in areas or districts in North and Central 
America, to be hereinafter designated. 

Each District Constituent Society shall elect its 
own members and members to The American Psy- 
chiatric Association in accordance with the stand- 
ards set by the Association. It shall elect its own 
officers, council, board of censors, and delegates to 


1This corporation was founded in 1844 as The 
Association of Medical Superintendents of Ameri- 
can Institutions for the Insane and was known from 
1892 to 1921 as The American Medico-Psycho- 
logical Association and since 1921 as The American 
Psychiatric Association. 


the House of Delegates, and have its own separate 
budget and programs. 

The activities of the District Constituent Socie- 
ties shall be scientific, social, and representative, 
and shall promote the objectives of the Association 
as set forth in Article 2. 


ARTICLE 4 
House or DELEGATES 


Section I. The House of Delegates shall be 
composed of Delegates elected by the District Con- 
stituent Societies, Delegates at Large elected as 
hereinafter described, and of delegates from the 
Medical Departments of the U. S. Army, the U. S. 
Navy, the Air Force, the U. S. Public Health Ser- 
vice and the Veterans Administration, appointed by 
the chief medical officer of each respective service, 
plus one Canadian government representative. The 
General Officers, the Ex-Presidents, the Medical 
Director of the Association and the members of the 
several Councils shall be ex officio members of the 
House of Delegates without the right to vote, pro- 
vided that members of Councils who are also elected 
Delegates may exercise all of the rights of elected 
Delegates. 

Section II. The total voting membership of the 
House of Delegates shall not exceed 125. This 
number will include five U. S. Government bureau 
representatives for the Federal medical services and 
one Canadian government representative as speci- 
fied above;2 of the remaining 119 delegates, the 
District Constituent Societies shall be entitled to 
proportionate representation according to their ac- 
tive membership as hereinafter provided (By- 
laws) to the total number of 102 delegates; the 
remainder up to the prescribed limit of 125 dele- 
gates shall be elected by the Fellows and Mem- 
bers at the annual assembly of the Association as 
Delegates at Large,’ from a list of nominations 


2 This is subject to later amendment when other 
North and Central American countries attain size- 
able membership representation. 

8 The purpose of the Delegates at Large is to 
insure integration and the avoidance of sectional 
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made by the House of Delegates totaling twice the 
number of Delegates at Large to be elected.* 

Section III. The legislative powers of the As- 
sociation shall reside in the House of Delegates. 
The House of Delegates shall elect the General 
Officers of the Association and the members of 
the General Council on Professional Education and 
Related Services, the Judicial Council, and the 
Council on Hospitals, Institutions and Clinics, and 
shall transact all business of the Association not 
otherwise specifically provided for in this Constitu- 
tion or the By-Laws, and shall determine all poli- 
cies of the Association. 


ARTICLE § 
GENERAL OFFICERS 


Section I. The General Officers of the Associa- 
tion shall be a President, a President-Elect, a Vice- 
President, a Secretary, a Treasurer, a Speaker and 
a Vice-Speaker of the House of Delegates and nine 
Trustees. 

Section II. The President-Elect shall be elected 
annually and shall not succeed himself. He shall 
serve as President-Elect until the annual session of 
the Association next ensuing after his election and 
shall become President upon his installation in the 
course of that session, serving thereafter as Presi- 
dent until the next following annual session and 
the installation of his successor. If the President- 
Elect dies, resigns or, in the judgment of the Board 
of Trustees confirmed by the House of Delegates, 
is permanently disqualified for the performance of 
the duties of his office by any cause, the Vice-Presi- 
dent shall become President-Elect and in due course 
succeed to the Presidency, with all the prerogatives 
and duties pertaining to that office, as fully as if 
elected to it in the first instance. 

Section III. A Vice-President, a Secretary, a 
Treasurer, and a Speaker and a Vice-Speaker of 
the House of Delegates shall be elected, each to 
serve for one year, and until his successor is 
elected and installed: Provided, however, that in 
the event of death, resignation or removal, or of 
the permanent disability of the President-Elect as 
determined by the Board of Trustees, the Vice- 
President shall succeed to the office of President- 
elect and in due course to the office of President, 
notwithstanding the fact that he was in the first 
instance elected as Vice-President for one year only. 

Section IV. Three Trustees shall be elected an- 
nually to serve for three years: Provided that at the 


division stalemates. It also permits recognition and 
advancement of members whose contribution to the 
work of the Association in committee work has 
come to the attention of the Councils and the House 
of Delegates. 


Summary : 
Delegates representing government agencies.. 6 
Delegates elected by District Societies........ 102 


Total Delegates of the House of Delegates.. 125 


session of the Association at which this Constitution 
is adopted, three Trustees shall be elected to serve 
for three years, three Trustees shall be elected to 
serve two years, and three Trustees shall be elected 
to serve one year. No Trustee shall serve for more 
than two consecutive terms, but a Trustee elected 
to serve an unexpired term shall not be regarded 
as having served a term unless he has served for 
more than two years. 


ARTICLE 6 
TRUSTEES 


The Board of Trustees shall have charge of the 
property and financial affairs of the Association and 
shall perform such duties as are prescribed by law 
governing directors of corporations. 


ARTICLE 7 
MEMBERSHIP 


Section I. There shall be six classes of mem- 
bers: Fellows, Members, Associate Members, Life 
Members, Honorary Members, and Corresponding 
Members. 

Section II. All members except Honorary and 
Corresponding Members shall be residents of North 
or Central America including Cuba, Haiti, etc., at 
the time of their election. 

Section III. The criteria for membership shall 
be established by the Judicial Council with the ap- 
proval of the House of Delegates but the right to 
membership shall not be denied or abridged on 
account of race, color, or creed. Members are 
elected by the District Constituent Society in the 
district in which they are resident. Members so 
elected are then referred to and considered by the 
Committee on Membership (Judicial Council) 
which recommends to the House of Delegates, 
which accepts or rejects them for membership in 
the Association. 


ARTICLE 8 


AFFILIATES IN PROFESSIONS RELATED TO 
PsyCHIATRY 


Section I. There shall be two classes of Affili- 
ates: 5 
1. Student Affiliates. 
2. Senior Affiliates. 


Section II. Student and senior Affiliates may be 
residents of the United States, Canada, or foreign 
countries. 

Section III. Minimal criteria for applications 
should be established by the Judicial Council with 
the approval of the House of Delegates. Affiliates 
are elected by the District Constituent Society in 
the district in which they are resident except that 
where they reside outside the bounds of any Con- 
stituent District Society they shall be elected by the 


5 Defined in the By-laws, Section 7 of Chap- 
ter XI. 
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House of Delegates at the annual meeting on recom- 
mendation of the Judicial Council. 


ARTICLE 9 
SciENTIFIC Forum 


Section I. The Scientific Forum of The Ameri- 
can Psychiatric Association is the assembly of its 
members for the presentation and discussion of sub- 
jects pertaining to the science and practice of psy- 
chiatry and related disciplines. 

Section II. The Scientific Forum is divided into 
sections, each section representing that branch of 
psychiatry described in its title. New sections may 
be created or existing sections discontinued by the 
House of Delegates. 


ARTICLE 10 
ANNUAL SESSIONS 


The House of Delegates and the Scientific Forum 
shall meet annually at times and places to be fixed 
by the Board of Trustees. Places desiring to enter- 
tain the House of Delegates and the Scientific 
Forum in annual session shall submit their invita- 
tion in writing, together with such data as may be 
required to the Board of Trustees, not less than 


one year prior to the annual session at which the 
selection of the place of meeting is to be made. 
(See Chapter III of By-laws.) 


ARTICLE 11 
Funps 


Funds may be raised by annual dues, from the 
Association’s publications, and in any other man- 
ner approved by the Board of Trustees and ap- 
proved by the House of Delegates in order to defray 
the expenses of the Association to carry out the 
objects to which this Association is dedicated— 
Article 2. 


ARTICLE 12 
AMENDMENTS 


The House of Delegates may amend this Consti- 
tution at any annual session provided the proposed 
amendment shall have been introduced in writing 
at the preceding annual session and published in 
the JouRNAL at least three months in advance of 
the annual session, and provided two-thirds of the 
voting members of the House of Delegates regis- 
tered at the session at which action is taken vote 
in favor of such change or amendment. 


BY-LAWS 


BUSINESS AND LEGISLATION 


CHAPTER I 


QUALIFICATIONS, TERM, APPORTIONMENT AND 
REGISTRATION OF DELEGATES TO THE 
House or DELEGATES 


SecTION 1. Qualifications—Delegates must be 
Life Members or Fellows of The American Psy- 
chiatric Association. 

SECTION 2. Representation and Term—Delegates 
with corresponding alternates will be elected by 
District Constituent Societies for a period of two 
years, so arranged that one-half or approximately 
one-half of the total number of delegates to which 
a District Constituent Society is entitled will be 
elected each year. (Hence at the first election 
after the adoption of this constitution approximately 
one-half of the delegates will hold term for only 
one year.) Each District Constituent Society shall 
be entitled to a basic minimum of one delegate, 
plus one additional delegate for each 100 members 
(or majority fraction of 100) resident in that dis- 
trict at the time of the official apportionment. 

SEcTION 3. Apportionment of Delegates—At the 
annual session at which this Constitution and By- 
Laws are adopted and every third year thereafter, 
the House of Delegates shall appoint a committee 
of five on re-apportionment, of which the Speaker 
and the Secretary shall be members. The committee 
shall apportion the delegates among the District 


Constituent Societies and the Delegates at Large 
in accordance with Article 4, Section II of the 
Constitution and in proportion to the membership 
in each District Constituent Society and the mem- 
bership at large as recorded in the office of the 
Secretary of The American Psychiatric Associa- 
tion on April 1 of the year in which the apportion- 
ment is made. This apportionment shall take effect 
at the next succeeding annual session, and shall pre- 
vail until the next triennial apportionment, whether 
the membership of the District Constituent Society 
shall increase or decrease. 

Section 4. Registration of Delegates—Each del- 
egate representing a District Constituent Society, 
before being seated, shall deposit with the Commit- 
tee on Credentials a certificate signed by the Secre- 
tary of the Constituent Society stating that he has 
been regularly elected a delegate by that Constituent 
Society. Each delegate from a government service 
shall present credentials stating that he has been 
officially appointed by the Chief Medical Officer of 
the Department or Government he represents. 

Section 5. Non-Substitution—A delegate whose 
credentials have been accepted by the Committee on 
Credentials and whose name has been placed on the 
roll of the House, shall remain a delegate of the 
body which he represents until final adjournment 
of the session, and his place shall not be taken by 
anyone other than his duly elected alternate. 
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CHAPTER II 


ProcepuRE OF House oF DELEGATES 


Section 1. Order of Business—The following 
shall be the order of business, unless otherwise 
ordered: 


1. Call to order by the Speaker 

2. Roll call 

3. Reading and adoption of the minutes 

4. Report of officers and Board of Trustees 
5. Reports of councils and committees 

6. Unfinished business 


7“ NeW business 
8. Election of Honorary and Correspond- 
ing Members 


9. Election of officers 


Section 2. Floor ‘Privileges for Chairmen—In 
connection with the annual presentation of the 
report of each Council the privileges of the floor 
of the House of Delegates shall be extended to the 
Chairman of each Council. 

Section 3. Limit of Time for Introduction of 
New Business—Unanimous consent shall be re- 
quired for the introduction of new business at the 
last meeting of the annual session of the House of 
Delegates, except when presented by the Board 
of Trustees, or by the officers of sections. All new 
business so presented shall require three-fourths 
affirmative vote for adoption. 

Section 4. Rules of Order—The House of Dele- 
gates shall be governed by Robert’s Rules of Order 
when not in conflict with these By-Laws or with 
rules of the House. 

SECTION 5. Quorum—Fifty per cent of the total 
number of delegates and two-thirds of the num- 
ber of delegates registered at any session of the 
House of Delegates shall constitute a quorum. 


CHAPTER III 
MEETINGS OF THE House oF DELEGATES 


Section 1. Regular Sessions—The House of 
Delegates shall meet annually on the day preced- 
ing the first session of, and at the same place as, 
the Scientific Forum of the Association. The House 
of Delegates may meet also during or between the 
interval between annual sessions at such time and 
place as the Board of Trustees may arrange. Busi- 
ness that may properly come before an annual ses- 
sion may be considered at any supplemental session 
subject to the provisions of the Constitution. The 
provisions of the By-Laws governing the conduct 
of business at an annual session, the duties of the 
Secretary and the meetings of the Board of Trus- 
tees shall apply to any supplemental session. Meet- 
ings may be called by the Speaker or by petition of 
one-fourth of the Delegates. 


CHAPTER IV 


NOMINATION AND ELECTION OF OFFICERS BY THE 
House or DELEGATES 


Section 1. Nominations—Nominations for Offi- 
cers of the Association shall be made orally at the 


[ Aug. 


regular annual session of the House of Delegates. 
No nominating speech may exceed two minutes. 
The Treasurer shall be nominated by the Board of 
Trustees. 

SECTION 2. Qualifications of Officers—The Gen- 
eral Officers must be Life Members or Fellows of 
The American Psychiatric Association. The 
speaker and Vice-Speaker of the House of Dele- 
gates need not be members of the House. 

SECTION 3. Time of Election—The election of 
officers shall be the order of business of the House 
of Delegates immediately following the final sup- 
plementary reports of the Board of Trustees and 
committees; Provided, however, that the House 
of Delegates may change the time of election by 
action taken at least one day in advance of that to 
which the election is to be changed, and provided 
further that the motion to change the time of elec- 
tion shall be supported by two-thirds of the dele- 
gates registered. The election of Honorary and 
Corresponding Members shall immediately follow 
the election of officers. 

Section 4. Ballotting—All elections shall be by 
written ballot, and a majority of the votes cast shall 
be necessary to elect. In case no nominee receives a 
majority of the votes on the first ballot, the nomi- 
nee receiving the lowest number of votes shall be 
dropped and a new ballot taken. This procedure 
shall be continued until one of the nominees receives 
a majority of all the votes cast, whereupon he shall 
be declared elected. However, when there is only 
one nominee for an office, a majority vote without 
ballot shall elect. 

SECTION 5. Officers Installed—The General Offi- 
cers of the Association, except the President, shall 
assume their duties at the close of the last meeting 
of the annual session at which they are elected. 

SEcTION 6. Installation of the President—The 
President-Elect shall be installed and assume the 
duties of President at the opening general meeting 
of the Scientific Forum of the annual session fol- 
lowing that at which he was elected. 


CHAPTER V 
Duties oF OFFICERS 


SECTION 1. President—The President shall pre- 
side at the general meetings of the Scientific Forum. 
At the opening meeting of the Scientific Forum 
next following his election he shall deliver an ad- 
dress on such matters as he may deem of importance 
to the public and to the profession. He may attend 
the meetings of and make suggestions to the House 
of Delegates and the Board of Trustees. With the 
approval of the Board of Trustees the President 
may appoint special committees for emergency pur- 
poses not otherwise provided for, such committees 
to be reviewed, approved or confirmed by the Board 
of Trustees or the House of Delegates, as the case 
may be,® at the next meeting of the Board or 


® Depending upon whether the committee covers 
a matter under the jurisdiction of the House or of 
the Board. 
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House. The President shall also nominate a num- 
ber of Fellows for membership on the committees 
responsible to the Board of Trustees from whom 
the Board shall elect the membership of the respec- 
tive committees. The number nominated shall be 
greater than the number of vacancies on the respec- 
tive committees. 

Section 2. Vice-President—The Vice-President 
shall officiate for the President during the latter’s 
absence or at his request. In case of death, resig- 
nation or removal of the President, the Vice-Presi- 
dent shall officiate during the unexpired term. 

Section 3. Speaker—The Speaker shall preside 
at the meetings of the House of Delegates and shall 
perform such duties as custom and parliamentary 
usage require. He shall have the right to vote only 
when his vote shall be the deciding vote. The 
Speaker shall nominate a number of Fellows for 
membership on respective committees and councils 
of the House of Delegates from whom the House 
shall elect and appoint the membership of the re- 
spective committees and councils. The number 
nominated shall be greater than the number of va- 
cancies on the respective committees. 

Section 4. Vice-Speaker—The Vice-Speaker 
shall officiate for the Speaker in the latter’s absence 
or at his request. In case of death, resignation, or 
removal of the Speaker, the Vice-Speaker shall 
officiate during the unexpired term. 

SECTION 5. Secretary—The Secretary, in addi- 
tion to the duties ordinarily devolving on the Sec- 
retary of a corporation and those designated in 
other sections of these By-Laws, shall give due 
notice of the time and place of annual and special 
sessions of the House of Delegates and of the 
Scientific Forum in the official publication ‘of the 
Association. He shall send an official notice of each 
annual and special session to the Secretary of each 
District Constituent Society and to the secretary of 
each section. He shall keep the minutes of the 
House of Delegates. He shall notify members of 
committees of their appointment and of the duties 
assigned to them. He shall verify the credentials 
of the members of the House of Delegates and shall 
provide a registration book in which shall be re- 
corded the name of each delegate in attendance at 
each session, together with that of Constituent So- 
ciety or government service which he represents. 
He shall perform such other duties as may be 
directed by the House of Delegates, or by the Board 
of Trustees. 

Section 6. Treasurer—The Treasurer shall be 
custodian of all monies, securities and deeds be- 
longing to the Association, and shall hold these 
subject to the direction and disposition of the Board 
of Trustees ; provided, however, that the Board of 
Trustees may select a bank or trust company to act 
as agent. The Board of Trustees may, from time 
to time, change its agents for the best interests of 
the Association. The Treasurer shall give to the 
Board of Trustees a suitable bond for the faithful 
performance of his trust. 


CHAPTER VI 


COMMITTEES AND COUNCILS OF THE HOUSE 
or DELEGATES 


Section 1. Classification of Committees and 
Councils—Responsible to the House of Delegates 
are the various committees and councils hereinafter 
described which have to do with the judicial, scien- 
tific, evaluative, and constitutional functions of the 
Association. 

Specific definition of Reference Committees will 
be given in a succeeding chapter of these By-Laws. 

The Reference Committees shall be appointed by 
the Speaker as provided in these By-Laws. 

Special and ad hoc Committees may be created 
by the House of Delegates for specific functions ; 
they shall be appointed by the Speaker unless other- 
wise ordered by the House, and vacancies occurring 
during the interval between annual sessions shall be 
filled by the Speaker until the next annual session. 

The membership of the Councils shall be nomi- 
nated by the Speaker and elected by the House of 
Delegates. 

The Speaker of the House of Delegates may ap- 
point from the members of the House such addi- 
tional Committees as he may deem expedient in 
advance of the annual meeting to expedite the busi- 
ness of the House of Delegates. All such commit- 
tees shall be subject to the approval of the House 
of Delegates. 

Section 2. Membership of Committees—Any 
full Member, Fellow or Life Member shall be 
eligible to serve on the Councils or Committees of 
the House of Delegates. The members of Reference 
Committees shall also be members of the House of 
Delegates. Chairmen of committees and councils 
who are not members of the House of Delegates 
shall have the right to attend meetings of the House 
of Delegates, present reports in person, participate 
in discussions relevant to their work and responsi- 
bilities, but shall not have the right to vote. 


CHAPTER VII 


REFERENCE COMMITTEES OF THE HOUSE 
OF DELEGATES 


SECTION 1. Appointment—Immediately after the 
organization of the House of Delegates at each 
annual session, the Speaker of the House of Dele- 
gates shall appoint from the members of the House 
such reference committees as may be deemed ex- 
pedient by the House of Deiegates. Each com- 
mittee shall consist of five members, unless other- 
wise provided, the chairman to be specified by the 
Speaker. These committees shall serve during the 
session at which they are appointed. 

Section 2. References—Resolutions, measures 
and propositions presented to the House of Dele- 
gates shall be referred to the appropriate committee, 
which committee shall report to the House before 
final action shall be taken, unless otherwise unani- 
mously ordered by the House of Delegates. 

SEcTION 3. Organization—Each reference com- 
mittee shall as soon as possible after the adjourn- 
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ment of each meeting, or during the meeting, if 
necessary, take up and consider such business as 
may have been referred to it, and shall report on 
the same at the next meeting or when called on to 
do so. Three members shall constitute a quorum. 

SECTION 4. Committees—The following sub-com- 
mittees are hereby authorized: 

A. A Committee on Sections to which shall be 
referred all matters relating to the sections of the 
Scientific Forum. The members of the Council on 
Scientific Forum shall be members ex officio of this 
committee. 

B. A Committee on Rules and Order of Business 
to which shall be referred all matters regarding 
rules governing the action, methods of procedure 
and order of business of the House of Delegates. 

C. A Committee on Amendments to the Constitu- 
tion and By-Laws, to which shall be referred all 
proposed amendments to the Constitution and By- 
Laws. The members of the Judicial Council shall 
be members, ex officio, of this committee. 

D. A Committee on Reports of Officers, to which 
shall be referred addresses of the President and the 
Speaker of the House of Delegates and the reports 
of the Secretary and of the Board of Trustees. 

E. A Committee on Credentials, to which shall 
be referred all questions regarding the registration 
and the credentials of delegates. 

F. A Committee on Miscellaneous Business, to 
which shall be referred all business not otherwise 
disposed of. 

G. Other committees appointed by the House of 
Delegates. 


CHAPTER VIII 


Councits (oR STANDING COMMITTEES) OF THE 
House oF DELEGATES 


SECTION 1. Standing Committees (Councils)— 
Standing Committees shall be the following: (a) 
Judicial Council. (b) Council on Hospitals, Insti- 
tutions and Clinics. (c) General Council on Pro- 
fessional Education and Related Services. (d) 
Other Standing Committees (Councils) appointed 
by the House of Delegates. 

Section 2. Membership—Councils, which are 
the Standing Committees of the House of Dele- 
gates, shall consist of five members each elected for 
a term of five years. The terms of office of the 
members of each shall terminate in succession, one 
each year. The members of the Council on Scien- 
tific Forum shall be chosen, as far as practicable, 
from ex-section officers representing the respec- 
tive sections. 

SECTION 3. Officers—The Councils shall organ- 
ize and elect their own officers. Where a full- or 
part-time advisor or secretary is deemed necessary 
the Board of Trustees, upon nomination by the 
respective Council or Committee, shall annually ap- 
point, to serve for one year, an advisor or secretary 
for such Council or Committee and shall fix his 
salary. 

Section 4. Expenditures—Each Council shall 
submit to the Board of Trustees a budget of its 
expenses for the fiscal year, and the Board shall 


make such appropriation for each Council or Com- 
mittee as it may see fit. Each Council shall be 
limited in its expenditures to the appropriation made 
for it by the Board and shall not expend or con- 
tract to expend any money in excess of its appro- 
priation without the consent and approval in writ- 
ing of the Board of Trustees. 

Section 5. Rules and Regulations—Each Coun- 
cil may make its own rules to govern its action; 
such rules shall not conflict with these By-Laws nor 
with standing rules or resolutions of the House of 
Delegates. 

Section 6. Headquarters—The headquarters of 
each Council shall be at the general office of the As- 
sociation where its transactions shall be recorded. 

SEcTION 7. Reports—Each Council of the House 
of Delegates shall submit annually a report of its 
work to the House of Delegates. All such reports, 
so far as possible, shall be transmitted thirty days 
before the annual session to the Secretary of the 
Association who shall have them printed for distri- 
bution to the members of the House of Delegates. 

SecTIon 8. Duties and Responsibilities— 

A. The Judicial Council—The judicial power of 
the Association shall be vested in the Judicial Coun- 
cil subject to appeal to the House of Delegates. 
This power shall extend to and include: 


(1) All questions involving the obligations, 
rights and privileges of membership; 

(2) All controversies arising under this Consti- 
tution and By-Laws and under the princi- 
ples of medical ethics to which The Ameri- 
can Psychiatric Association is a party; 

(3) Controversies between two or more District 
Constituent Societies, or between members 
of different District Constituent Societies. 
In all these cases the Judicial Council shall 
have original jurisdiction. 


In all such cases which arise the Judicial Council 
shall have appellate jurisdiction in questions of law 
and procedure but not of fact. 

The Judicial Council shall have jurisdiction on 
all questions of ethics and in the interpretation of 
the laws of the organization. 

The Judicial Council may, at its discretion, in- 
vestigate general professional conditions and all 
matters pertaining to the relations of members to 
one another and to the public, and may make such 
recommendations to the House of Delegates or to 
the Constituent Societies as it deems necessary. 

The Judicial Council shall have authority in its 
discretion from time to time to request the Presi- 
dent to appoint investigating juries to which it may 
refer complaints or evidence of unethical conduct, 
which in its judgment is of greater than local con- 
cern. Such investigating juries, if probable cause 
for action be shown, shall report with formal 
charges to the President who, under Chapter V, 
Section 1, of the By-Laws shall appoint a Prosecu- 
tor, who in the name and on behalf of The Ameri- 
can Psychiatric Association shall prosecute the 
charges against the accused before the Judicial 
Council. Subject to the approval of the House of 
Delegates the Council shall have the power to 
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acquit, admonish or recommend expulsion of the 
accused. 

The Judicial Council shall also constitute a Com- 
mittee on Membership which shall be concerned 
with qualifications, admissions and promotions in 
membership. It shall be the duty of this Committee 
to make a report and recommendation to the House 
of Delegates on every application for every class of 
membership. 

B. Council on Hospitals, Institutions and Clin- 
ics—The functions of the Council on Hospitals, 
Institutions and Clinics shall be to investigate and 
evaluate conditions by conducting surveys or other- 
wise in all types of psychiatric institutions, includ- 
ing hospitals, clinics, schools, etc., and to set up 
standards with respect to the structure, costs, man- 
agement, and professional services (medical, nur- 
sing, psychological, social work, etc.) in these 
institutions. 

The Council on Hospitals, Institutions and Clinics 
shall constitute the inspection and rating board of 
The American Psychiatric Association. This board 
shall, subject to approval of the Board of Trustees, 
have authority to employ such personnel as may be 
necessary for inspection of hospitals, institutions 
and clinics. 

C. General Council on Professional Education 
and Related Services—The General Council on 
Professional Education and Related Services shall 
be concerned with education, investigation, research 
and related scientific services. It shall be com- 
posed of five members elected by the House, plus 
the Chairman of each of the constituent sub-councils 
hereinafter to be described. These sub-councils 
will be conventionally known as Councils; the 
Council on Professional Education and Related 
Services will be officially designated as the Gen- 
eral Council, coordinate with the Judicial Council 
and the Council on Hospitals, Institutions, Clinics, 
and others. 

These Sub-Councils shall be composed of five 
members each; their constituency and membership 
shall be nominated by the General Council on Pro- 
fessional Education and Related Services and shall 
be elected by the House of Delegates. Terms of 
office of the members of each Sub-Council shall be 
five years and shali terminate in succession, one 
each year. 

The General Council on Professional Education 
and Related Services shall meet twice a year. It 
shall elect its own chairman approved by the House 
of Delegates. It shall review the work of the 
Councils which function within its structure, review 
the annual reports of each of these before presenta- 
tion to the House of Delegates and where indicated 
coordinate the work of these various Councils. 

The (Sub-)Councils responsible to the General 
Council on Professional Education and Related 
Services will be as follows: 


(1) Council on Medical Education—The Coun- 
cil on Medical Education shall investigate 
the teaching of psychiatry in medical col- 
leges and hospitals in North America and 
Central America. It shall set up minimum 


standards for undergraduate teaching in 
psychiatry. 

(2) Council on Graduate Medical Education— 
The Council on Graduate Medical Educa- 
tion shall investigate postgraduate teaching 
of psychiatry in medical colleges, clinics and 
hospitals in North America and Central 
America. It shall set up minimum standards 
for the postgraduate teaching of psychiatry. 

(3) Council on Scientific Forum—The Coun- 
cil on Scientific Forum shall arrange the 
programs for the annual sessions of the 
Association, and shall consider applications 
for new sections, or for changes in existing 
sections and shall report to the House of 
Delegates. 

(4) Council on Research—The Council on Re- 
search shall, where possible, investigate and 
keep informed on all projects and programs 
of psychiatric research being performed by 
its members and by others. It shall act as 
a consultant when requested to do so. When 
funds are available the Council may desig- 
nate and administer fellowships in research. 
It shall appoint a Committee on Nomen- 
clature which will consider and act on all 
problems of psychiatric nomenclature and 
report to the Council on Research. It shall 
appoint a Committee on Statistics, which 
will consider and act on all problems of sta- 
tistics in psychiatry and report to the Coun- 
cil on Research. 

(5) Council on Related Services—The Council 
on Related Services may appoint the follow- 
ing Committees, the titles of which indi- 
cate the nature of the problems referable 
to this Council : 


I. Psychiatric Social Service 
II. Occupational Therapy 
III. Psychiatric Nursing and Related 
Services 
IV. History of Psychiatry 
V. Formal and Academic Education 
VI. Recreation as Therapy 
VII. Veterans Administration 
VIII. Military Psychiatry 
IX. Preventive Psychiatry 
X. Relationship of Psychiatry and Psy- 
chology 
XI. Biographical Directory 
And others. 


The Council shall instruct each committee in the 
work assigned to it and each Committee shall keep 
the Council informed on the progress made in each 
assignment. 


CHAPTER IX 
Boarp OF TRUSTEES 


SEcTION 1. Composition—The Board of Trustees 
shall consist of nine elected Trustees as provided by 
Article 5 of the Constitution. The President, the 
President-Elect, the Vice-President, the Secretary, 
the Treasurer, the Speaker, the Vice-Speaker, the 
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Medical Director, and the Editor of the JouRNAL 
may attend meetings of the Board, as well as others 
who may be invited. ° 

SECTION 2. Organisation—Immediately follow- 
ing the conclusion of the Annual Session, the 
Board shall itself elect a chairman, a secretary, and 
Executive Committee composed of three members of 
the Board of Trustees (see Section 5), and other 
committees necessary to its needs. Five members of 
the Board shall constitute a quorum. 

Section 3. Meetings—Regular meetings of the 
Board of Trustees shall be held each December 
and at the time of the annual session. The Chair- 
man, or a majority of the Executive Committee, 
shall specify the time and place for these meetings 
at least one month before the time of the meetings. 

Special meetings may be called at any time by 
the Chairman or by five members of the Board. 
Notices shall be mailed at least ten days before 
such a meeting. The notice shall specify the object 
of the meeting, and no other business shall be 
transacted, unless all members of the Board are 
present or any unspecified business transacted is 
approved in writing by all members of the Board. 
During the meetings of the House of Delegates the 
Board shall meet as often as may be deemed neces- 
sary by the Chairman, and all matters referred to 
it by the House shall be reported on within twenty- 
four hours, if so requested by the House. 

Section 4. Rights and Duties—In addition to the 
rights and duties conferred or imposed on the Board 
elsewhere in the Constitution and By-Laws, the 
Board shall: 

A. Perform all acts and transact all business for 
or on behalf of the Association and manage the 
property and conduct the financial affairs, work and 
activities of the Association, except as may be 
specifically provided to the contrary in the Consti- 
tution and these By-Laws. All resolutions and rec- 
commendations of the House of Delegates pertain- 
ing to the expenditure of money must be approved 
by the Board before they become effective. 

B. Provide for and superintend the publication 
of and determine editorial policies, in accordance 
with the policies enunciated by the House of Dele- 
gates, of 


(1) The official Journal of The American Psy- 
chiatric Association (THE AMERICAN JouR- 
NAL OF PSYCHIATRY). 

(2) Such special journals and magazines as it 
may deem expedient to publish, and 

(3) All proceedings, transactions, memoirs, and 
any history of the Association. 


C. Appoint Editors and Editorial Boards for all 
or any of the Association’s publications. 

D. Employ a full-time Medical Director on such 
salary and terms as it may decide. The duties of 
this officer shall be determined by the Board of 
Trustees. He shall be the senior officer employed by 
the Association. 

E. Employ a full-time Executive Assistant on 
such salary and terms as it may decide, who will 
assist the Medical Director in carrying out the 
wishes of the Board of Trustees. 


F. Employ a full-time Public Relations or Pub- 
lic Education Officer who will work under the 
direction of the Medical Director. 

G. Have the accounts of the Association audited 
at least annually, and make complete and proper 
financial reports concerning the financial affairs of 
the Association to the House of Delegates at its 
annual session and at such other times as it may 
request. 

H. In the event of a vacancy for whatever reason 
in any general office of the Association, except that 
of President or President-Elect, it shall fill such 
vacancy by appointment until the next annual ses- 
sion of the House of Delegates, at which time the 
House shall elect for the unexpired portion of the 
term, unless otherwise provided for in the Constitu- 
tion and these By-Laws. 

I. Nominate representatives of The American 
Psychiatric Association on the American Board of 
Psychiatry and Neurology and other similar or- 
ganizations subject to the approval of the House of 
Delegates. 

J. During the intervals between the sessions of 
the House of Delegates, shall supervise the action 
of the committees constituted by the action of the 
House, and appoint emergency committees. 

Section 5. Executive Committee—The Execu- 
tive Committee composed of three members of the 
Board of Trustees shall consider all matters per- 
taining to finances of the Association, and such 
other matters as may be referred to it for special 
study by the Board of Trustees, and make recom- 
mendations back to the Board of Trustees on finance 
and these items of special study. The Executive 
Committee shall accept responsibility for the interim 
period between the annual meetings for anything 
that may come up. 

SEcTION 6. Standing Committees of the Board 
of Trustees— 

A. Committee on Public Education 
The Committee on Public Education shall be ap- 
pointed by the Board of Trustees. It shall be com- 
posed of nine Fellows or Life Members, three to be 
appointed for three years, and three to be appointed 
each year for three years. The Board of Trustees 
may employ a full-time Director of Public Educa- 
tion. This committee shall have charge of the Asso- 
ciation’s policies and programs of public education 
in psychiatry, preventive psychiatry and mental hy- 
giene. The Committee shall be responsible to the 
Board of Trustees. 

B. Committee on International Relationships 
The Committee on International Relationships 
shall be appointed by the Board of Trustees. It 
shall be composed of nine Fellows or Life Members, 
three to be appointed for three years, and three to 
be appointed each year for three years. This com- 
mittee shall be concerned with those aspects of 
International Relationships in which The American 
Psychiatric Association may have a responsibility. 
This committee shall be responsible to the Board 
of Trustees. 

C. Committee on Psychiatric Legislation 
The Committee on Psychiatric Legislation shall 
be appointed by the Board of Trustees. It shall 
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be composed of five Fellows or Life Members each 
to be appointed in succeeding years for five years. 
This committee shall be concerned with federal and 
state and local legislation which in any way pertains 
to mental health and the mentally ill. This commit- 
tee shall be responsible to the Board of Trustees. 

D. Committee on Legal Aspects of Psychiatry 
The Committee on Legal Aspects of Psychiatry 
shall be appointed by the Board of Trustees. It 
shall be composed of five Fellows or Life Members 
each to be appointed in succeeding years for five 
years. This committee shall be concerned with the 
legal aspects of psychiatry. The Committee shall 
be responsible to the Board of Trustees. 

E. Other Committees 

Section 7. Trustees to Control Sessions—The 
Board of Trustees shall have full control of all 
arrangements for the annual sessions and shall pro- 
vide meeting places for the House of Delegates, the 
general meetings and the Scientific Forum. It will 
have control of all exhibits. It may appoint a local 
committee on arrangements, which shall be at all 
times under the Board. 


CHAPTER X 
MEMBERSHIP AND AFFILIATION 


Section 1. Classes—There shall be seven classes 
of members: Fellows, Members, Associate Mem- 
bers, Life Members, Honorary Members, Corre- 
sponding Members, and Affiliates. 

SecTION 2. There shall be two classes of Affili- 
ates: Student and Senior. 

Section 3. Basis of Membership and A ffilia- 
tion—Membership and affiliation in this Association 
will depend upon membership in a District Con- 
stituent Society in which the member has his place 
of residence and/or professional activity. Member- 
ship in the Association will thus continue only so 
long as the individual remains in good standing in 
his District Constituent Society; Provided, how- 
ever, that should a prospective member of the Asso- 
ciation consider that he has been denied or will be 
denied membership in his District Constituent So- 
ciety on account of race, color, or creed he may 
apply for membership directly to the Committee on 
Membership of the Association and, if it is the 
judgment of this Committee that the applicant ful- 
fills the requirements for the requested class of 
membership in the Association, the Committee shall 
recommend to the House of Delegates that the appli- 
cant be elected to membership-at-large in the re- 
quested or appropriate class of membership with 
all the rights and duties of that class of membership 
in the Association. 

Section 4. Procedure—The conditions and me- 
chanics of membership and affiliation in the Dis- 
trict Societies will be based on standards to be 
mutually agreed upon by all District Constituent 
Societies via the parent Association. The same 
applies to its Fellows and Associate Members. The 
Secretary of a District Constituent Society will 
immediately communicate the names of newly 
elected Members or Associate or Affiliate Members 


to the Judicial Council of The American Psychiatric 
Association for confirmation. 

Section 5. Duties of the Committee on Mem- 
bership Function of the Judicial Council—It shall 
be the duty of the Judicial Council in its capacity 
as committee on membership and affiliation to pass 
on every application for every class of membership. 
It shall also be the duty of this Committee to sub- 
mit from time to time to the House of Delegates 
plans for the procedures by which it proposes to 
pass upon the fitness of recommendees from the 
District Societies (and all present members of the 
Association) and to make such other recommenda- 
tions as it may deem advisable from time to time, 
and to perform such other duties as the House of 
Delegates may assign to it. All recommendations 
must be approved by the House of Delegates. 

SECTION 6. Attrition—When a Member or As- 
sociate Member or Affiliate of a District Constituent 
Society ceases to be in good standing, the secretary 
of that District Society will automatically remove 
his name from the membership roll of the District 
Society and notify the Secretary of The American 
Psychiatric Association so that he can do likewise 
on the membership rolls of The American Psychi- 
atric Association. 

Section 7. Transfer—A Member or Associate 
Member or Affiliate of a District Constituent So- 
ciety who moves to another location which comes 
under the jurisdiction of another District Constitu- 
ent Society shall immediately take steps to have his 
membership transferred, and failure to do this 
within a year will result in forfeiture of his mem- 
bership in the Association. 

Section 8. Fellows, Life Members, Honorary 
Members, Corresponding Members, and Affiliates 
are special class designations conferred by the Judi- 
cial Council of The American Psychiatric Asso- 
ciation. The criteria for these designations and the 
mechanics by which Members may become Fellows 
are the responsibility of the Judicial Council. As 
of the present, it is proposed that these be as 
follows: 

A. Fellows. Fellows hereafter shall be chosen 
from members of not less than one year’s standing 
as a Member after fulfilling the requirements of 
Associate Membership and after having specialized 
in the practice of psychiatry for at least six years. 

B. Members. Members hereafter shall be chosen 
from physicians living in North or Central America, 
(including Cuba, etc.) who have specialized in the 
practice of psychiatry for at least three years and 
who have fulfilled the requirements for Associate 
Membership. Members shall be recommended for 
Fellowship by the District Constituent Society and 
the Judicial Council as it becomes apparent they 
deserve this recognition. 

C. Associate Members. Associate Members shall 
be physicians who have had at least one year’s prac- 
tice in a psychiatric hospital or its equivalent. 

D. Life Members. Life Membership shall be 
conferred upon those who have maintained them- 
selves in good standing as Fellows (or formerly as 
Active Members) for 30 consecutive years, and also 
those who have maintained themselves in good 
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standing as Members for 30 consecutive years with 
some evidence of active participation in the affairs 
of the Association. They have all the rights of 
Fellows. 

E. Honorary Members. Honorary Membership 
shall be conferred upon persons who have distin- 
guished themselves by attainments in psychiatry or 
related sciences, or who have rendered signal service 
in philanthropic efforts to promote the interests of 
psychiatry and mental hygiene. 

F. Corresponding Members. Corresponding Mem- 
bers shall be those who are qualified for Fellowship 
but who are not residents of North or Central 
America. 

G. Affiliates. Affiliates shall be students or quali- 
fied individuals in medicine (other than psychiatry) 
or any allied professional field. Except for minimal 
requirements which shall be created by the Judicial 
Council, criteria and mechanics for election shall be 
the function of each Constituent Society. Those 
residing outside the jurisdiction of a Constituent 
Society shall be elected by the House of Delegates 
on recommendation of the Judicial Council. 

Section 9. Privileges—Fellows and Members 
only shall be entitled to vote at any meeting of the 
Association, and Fellows only shall be eligible to 
office in the Association. Life Members, Honorary 
Members, and Corresponding Members shall be 
exempt from the payment of annual dues to the 
Association. 

Section 10. Infractions of Constitution, By- 
Laws or Principles of Medical Ethics—The House 
of Delegates shall have the power to discipline or 
recommend to the District Society the expulsion 
of a member of The American Psychiatric Asso- 
ciation on the recommendation of the Judicial 
Council. 


CHAPTER XI 
REGISTRATION 


Section 1. Who May Register—Only Members 
and Fellows, including Affiliates, shall be allowed 
to register and to take part in the work of any of 
the sections of the Scientific Forum of the Asso- 
ciation except those meetings or sections designated 
as open to visitors. 

Members of all classes shall be eligible to regis- 
ter at an annual session only after they have paid 
all of their current indebtedness. They shall not be 
permitted to take part in any of the proceedings of 
the Association until they have registered at the 
registration office. 


CHAPTER XII 
MISCELLANEOUS 


Section 1. General meetings of the Scientific 
Forum may be arranged by the Council on Scientific 
Forum with the approval of the Board of Trustees. 

SEcTION 2. The Opening General Meeting—An 
opening general meeting may be arranged by the 
Council on Scientific Forum, and shall be presided 
over by the President or, in his absence or at his 
request, by the Vice-President. 


Section 3. President’s Address—The President 
immediately after he is inducted into office, shall 
deliver an address before the opening general meet- 
ing, and his recommendations, if he makes any, 
shall go to the House of Delegates for action. 


CHAPTER XIII 
SECTIONS 


Section 1. Titles of Sections of Scientific 
Forum—The Scientific Forum of The American 
Psychiatric Association shall be divided into sec- 
tions, of which the following are hereby authorized: 


. Convulsive Disorders. 

Forensic Psychiatry. 

Military Psychiatry. 
. Psychoanalysis. 
. Psychopathology of Childhood. 
. Clinical Psychiatry. 

. Others that may be formed as provided by 
Article 9, Section II, of the Constitution. 


D> 


SEcTION 2. Officers and Sections—The officers 
of each section shall consist of a Chairman, a Vice- 
Chairman, and a Secretary, and of such other offi- 
cers as the section shall deem advisable. These shall 
serve for one year, or until their successors are 
elected. If any vacancy occurs in the office of 
Chairman, Vice-Chairman or Secretary of a section 
such vacancy shall be filled by the election by the 
executive committee of such section of a Fellow, 
who shall serve in the office indicated until the next 
annual session. 

Section 3. Election of Officers—The election of 
officers of the several sections shall be the first 
order of business of the second meeting of the 
section at each Scientific Forum. To participate in 
the election of any section a member must have 
indicated by registration with the Secretary of the 
section that he desires to affiliate with such section. 

SecTIon 4. Duties of Section Officers— 

A. Chairman. The Chairman shall preside at the 
meetings of the section and shall perform such 
duties as usually belong to such an office. He shall 
cooperate with the Council on Scientific Forum in 
arranging the program. 

B. Vice-Chairman. The Vice-Chairman shall 
assist the Chairman in the performance of his duties 
and shall preside in his absence, or at his request. 

C. Secretary. The Secretary of the section, with 
the aid of the Secretary of the Association, shall 
arrange meetings of the section and shall perform 
such other duties pertaining to his office as may be 
provided by the By-Laws of the Association. 

Section 5. Executive Committee—Each section 
shall have an executive committee which shall con- 
sist of the Chairman and the previous two retiring 
chairmen and as many additional Fellows as the 
section may require. In case of absence of a mem- 
ber of the executive committee of a section from the 
Scientific Forum, the vacancy shall be filled by the 
Chairman of the section. Three members of this 
committee shall pass on all papers read before the 
section and shall endorse for publication only those 
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that are of scientific or of practical value, and which 
will reflect credit on the section before which they 
were read. It shall act as the nominating committee 
of the section. 

Section 6. Meetings—Sections shall hold meet- 
ings in accordance with the program for the Sci- 
entific Forum, as arranged by the Council on Sci- 
entific Forum. 

Section 7. Who May Take Part in Section 
Work—Life Members, Fellows and Members who 
have registered with the secretary of the section 
only shall have the right to participate in the busi- 
ness deliberations of a section. All classes of mem- 
bers and invited guests may present papers and take 
part in the scientific discussions. 

Section 8. Titles and Abstracts of Papers— 
Titles and abstracts of papers must be submitted 
to the Council on Scientific Forum in accordance 
with rules made by the Council. 

Section 9. Length of Papers and Discussions— 
The time allowed for the presentation of a paper 
before a section shall be limited to fifteen minutes. 
No one shall discuss any paper more than once, nor 
for longer than five minutes except with the unani- 
mous consent of those present. A section, by the 
unanimous consent of its officers and with the ap- 
proval of the Council on Scientific Forum, may 
arrange for one paper at each annual session, which 
will not be subject to restrictions as to time or 
length, affecting other section papers. 

Section 10. Number of Papers on Program— 
The number of papers, including addresses, on the 
program of a section shall be determined by the 
Council on Scientific Forum. 

Section 11. May Present Only One Paper at 
an Annual Session—No member shall present more 
than one paper at any Scientific Forum. 

Section 12. Failure to Keep Engagements—Any 
member accepting an assignment on a section pro- 
gram and without valid reason failing to be present 
to read his paper at the time designated shall be 
debarred from a place on any section program for 
a period of two years after the session at which he 
failed to keep his engagement. 

Section 13. Presentation of Resolutions—No 
resolution shall be presented before any section 
later than the regular executive session on the 
second day of the section meeting, at which time the 
officers are elected. 


CHAPTER XIV 
PUBLICATION OF PAPERS READ AT SECTIONS 


Section 1. Papers Approved for Publication— 
No paper shall be published as having been read 
before a section unless it has received the approval 
and the endorsement of each member of the execu- 
tive committee of the section before which it was 
read. 

Section 2. Papers Must be Ready for Publica- 
tion—Each author shall hand his paper to the secre- 
tary of the section immediately after it is read. The 
secretary shall endorse thereon that it has been 
read and shall hand it to the chairman of the execu- 


3 


tive committee. All papers approved by the execu- 
tive committee shall be returned to the secretary 
of the section, who shall at once forward them to 
the editor of the JouRNAL. 

Section 3. Papers Read by Title—No paper 
shall be published as having been read before a sec- 
tion unless it has actually been read by its author, 
or unless, for special reasons, when the author has 
been present and prepared to read the paper, the 
section shall unanimously vote to have it read by 
title. 

Section 4. Papers the Property of the Associa- 
tion—All papers and reports presented to a section 
and approved by the executive committee, shall 
become the exclusive property of the Association, 
provided that the Editorial Board may permit the 
author to publish his paper elsewhere than in THE 
AMERICAN JOURNAL OF PsycHIATRY with right of 
appeal to the Board of Trustees. Papers rejected 
shall be returned to authors within 90 days after 
end of annual session. 


CHAPTER XV 


OFrFIcIAL RESOLUTIONS APPROVED BY THE 
House oF DELEGATES 


No memorial, resolutions or opinion of any char- 
acter whatever shall be issued in the name of The 
American Psychiatric Association except through 
those members who have been so authorized by the 
House of Delegates. 


CHAPTER XVI 
ANNUAL DUES 


The annual dues for all classes of members and 
the subscription price of the official publications 
shall be fixed by the Board of Trustees, and the 
same shall be payable in advance. 


CHAPTER XVII 
ARTICLES OF INCORPORATION 


The House of Delegates, at any annual session, 
wherever the same may be held, may instruct the 
Board of Trustees to make any changes in the 
Articles of Incorporation in accordance with the 
law, which may appear desirable or which may be 
made necessary by the change or amendment to the 
Constitution and By-Laws of this Association. 


CHAPTER XVIII 
AMENDMENT TO THESE By-Laws 


These By-Laws may be amended by a two-thirds 
vote of the House of Delegates, provided that no 
amendment shall be acted on till the day following 
that on which it is introduced, except that the Board 
of Trustees may, by unanimous vote, make such 
changes, and such changes only, as may be required 
to adapt them to the rules and regulations of the 
United States postal authorities. 
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PROPOSED DISTRICTS * 


I. HUDSON-CHAMPLAIN 


Includes the whole of the Province of Quebec 
and that part of New York State lying north of a 
line drawn directly south of Albany and Syracuse, 
and east of a line drawn directly west of Syracuse 
up to Lake Ontario. 

APA members: 
Delegates: 2+ 1. 


67. Listed psychiatrists: 78. 


II. NORTH ATLANTIC 


Includes all the provinces of New Brunswick, 
Nova Scotia, and Prince Edward Island, and the 
states of Main, Vermont, and New Hampshire. 

APA members: 60. Listed psychiatrists: 67. 
Delegates: 2+ 1. 


III. MASSACHUSETTS 


Includes the whole of the state of Massachusetts. 
APA members: 207. Listed psychiatrists: 242. 
Delegates: 3. 


IV. RHODE ISLAND—CONNECTICUT 


Includes the whole of the states of Rhode Island 
and Connecticut. 

APA members: 120. Listed psychiatrists: 137. 
Delegates: 2+ 2. 


V. CENTRAL NEW YORK 


Includes New York City and the state of New 
York up to a line drawn horizontally from the 
northern Pennsylvania state line through Kingston, 
N. Y. 

APA members: 705. Listed psychiatrists: 814. 
Delegates: 2+ 8. 


VI. WEST NEW YORK 


Includes area lying north of the line drawn from 
Pennsylvania state line through Kingston, south of 
line drawn below Albany and Syracuse, and west of 
line drawn from Syracuse up to Lake Ontario. 

APA members: 78. Listed psychiatrists: 84. 
Delegates: 2+ 1. 


VII. NEW JERSEY 


The whole of the state of New Jersey. 
APA members: 103. Listed psychiatrists: 117. 
Delegates: 2+ 2. 


VIII. PENNSYLVANIA 


The whole of the states of Pennsylvania and 
Delaware. 

. APA members: 220. Listed psychiatrists: 253. 
Delegates: 2 + 3. 


* This list shows proposed areas of the several 
districts, with their suggested names, and the pro- 
posed number of delegates in each district. Basis 
for calculation of delegates is given at end of list. 


IX. MARYLAND-WASHINGTON 


The whole of 
Columbia. 

APA members: 187. 
Delegates: 2 +2. 


Maryland and the District of 


Listed psychiatrists: 219. 


X. VIRGINIA 
The whole of the states of Virginia and West 
Virginia. 
APA members: 78. 
Delegates: 2+ 1. 


Listed psychiatrists: 91. 


XI. CAROLINA 


The whole of the states of North and South Caro- 
lina. 

APA members: 62. 
Delegates: 2+ 1. 


Listed psychiatrists: 73. 


XII. SOUTH ATLANTIC 


The whole of the states of Georgia, Alabama, and 
Florida, plus Cuba, Puerto Rico, etc. 

APA members: gt. Listed psychiatrists: 102. 
Delegates: 2+ 1. 


XIII. KENTUCKY-TENNESSEE 
The whole of the states of Kentucky and Ten- 
nessee. 
APA members: 68. 
Delegates: 2+ 1. 


Listed psychiatrists: 79. 


XIV. INDIANA 


The whole of the state of Indiana. 
APA members: 40. Listed psychiatrists: 43. 
Delegates: 2. 


XV. MICHIGAN 


The whole of the state of Michigan. 
APA members: 126. Listed psychiatrists: 136. 
Delegates: 2+ 2. 


XVI. OHIO 


The whole of the state of Ohio. 
APA members: 126. Listed psychiatrists: 150. 
Delegates: 2+ 2. 


XVII. SOUTH CENTRAL 


The whole of the states of Louisiana, Mississippi, 
and Arkansas. 

APA members: 54. 
Delegates: 2+ 1. 


Listed psychiatrists: 63. 


XVIII. TEXAS-OKLAHOMA 


The whole of the states of Texas, Oklahoma, plus 
Mexico and Central America. 

APA members: 91. Listed psychiatrists: 109. 
Delegates: 2+ 1. 
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XIX. WISCONSIN-ILLINOIS 


Includes the whole of the state of Wisconsin, and 
the state of Illinois north of the goth parallel. 

APA members: 216. Listed psychiatrists: 247. 
Delegates: 2+ 3. 


XX. ST. LOUIS 


Includes that part of the state of Illinois lying 
south of the goth parallel and the state of Missouri 
east of the 94th meridian. 

APA members: 59. Listed psychiatrists: 63. 
Delegates: 2+ 1. 


XXI. TOPEKA 


Includes the whole of the states of Kansas and 
Nebraska, and the state of Missouri west of the 94th 
meridian. 

APA members: 71. 


Listed psychiatrists: 96. 
Delegates: 2+ 1. 


XXII. WEST CENTRAL 


The whole of the states of Minnesota, Iowa, and 
South Dakota. 
APA members: 


87. Listed psychiatrists: 95. 
Delegates: 2+ 1. 


XXIII. PRAIRIES 


The whole of the provinces of Manitoba, Sas- 
katchewan, and Alberta, and the states of North 
Dakota, Idaho, and Montana. 

APA members: 21. Listed psychiatrists: 21 +. 
Delegates: 2. 


XXIV. NORTH PACIFIC 


The whole of the states of Washington, Oregon, 
and the province of British Columbia. 

APA members: 87. Listed psychiatrists: 96. 
Delegates: 2+1. 


XXV. SOUTH PACIFIC 


The whole of the state of Arizona and Cali- 
fornia south of the 35th parallel. 

APA members: 115. Listed psychiatrists: 139. 
Delegates: 2+ 2. 


XXVI. MIDDLE PACIFIC 


The whole of the states of Nevada and Utah, and 
California north of the 35th parallel. 

APA members: 171. Listed psychiatrists: 199. 
Delegates: 2-+ 2. 


XXVII. ROCKY MOUNTAINS 
The whole of the states of Wyoming, Colorado, 
and New Mexico. 
APA members: 54. Listed psychiatrists: 61. 
Delegates: 2+ 1. 


XXVIII. ONTARIO 


The whole of the province of Ontario. 
APA members: 72. Listed psychiatrists: 145. 
Delegates: 2+ 1. 


GOVERN MENT REPRESENTATIVES 


Dele 
gates 
U.S. ‘Health Services I 


U.S. Veterans Administration 
Canada: 
Department of National Health and : 
Department of Veterans Affairs.... 


Total, Proposed Number of Delegates.... 108 


Basis oN Wuicu DeLrecates HAvE BEEN 
CALCULATED 


Each district should have 2 basic delegates.. 56 
2. Each district having from 50-100 members 
should have 1 additional delegate........ 26 
3. Each district having more than 100 mem- 
bers should have, for each additional 100 
or fraction thereof, 1 additional delegate. 20 
4. U. S. Army, U. S. Navy, U. S. Air Force, 
U. S. P. H. S., U. S. Veterans Administration, 
5 
5. Canadian Armed Services, Department of 
National Health and Welfare, and De- 
partment of Veterans Affairs, 1 delegate. 1 


108 


— 
219. 
= 
73. 
150. 
= 
; 109. ; 


PRESIDENT’S PAGE 


The standing committees of The American 
Psychiatric Association, now numbering 28 
with 216 members and perhaps a few addi- 
tional members yet to be appointed, are in 
many ways the life blood of the organization. 
It is their responsibility to give leadership to 
The American Psychiatric Association in the 
areas in which they function. It is their re- 
sponsibility to give leadership and represent 
American psychiatry to organizations outside 
The American Psychiatric Association in the 
areas in which they function. It is the inten- 
tion of the Council and the Executive Com- 
mittee and your President to aid our 
committees in every possible way. Every 
committee has been given a limited budget 
on which it is to function over the coming 
year. 

A very important step in the development 
of the activities of the committees is a plan 
whereby they will all meet together at the 
same place on the same day. The Council 
will meet on the following day to hear the 
reports and activities of the committees, par- 
ticularly those which will require action on 
the part of the Council. 

The dates have been set for November 
15 and 16, Monday and Tuesday, at the 
Berkeley-Carteret Hotel at Asbury Park, 
New Jersey. Another meeting will have been 
in progress at the same hotel the previous 
weekend, at which some of the committee 
members will have been in attendance. By 
placing the APA committees and the Coun- 
cil meeting on these dates, a considerable 
financial saving will be possible for the APA, 
as well as much travel time for those indi- 
viduals who will have been in attendance at 
the previous meeting. Arrangements have 
been made with the hotel to accommodate the 
membership of the committees and prepara- 
tions will be made for committee meeting 
rooms for an all-day session beginning at 9 
o'clock. 

The advantages of such a plan are nu- 
merous. For the first time, many of our com- 
mittees will sit down to an all-day session to 
think and plan about their work. There will 
be the great advantage of a possible integra- 
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tion between the various committees, which 
heretofore has never been possible except in 
a very limited degree. There are many areas 
in which there is an overlapping of interest 
or possibly of projects, and at this time it is 
hoped that the committee chairmen will ar- 
range for one- or two-hour sessions with the 
members of the other committees in which 
there are mutual interests or plans. Such in- 
tegration will be left to the initiative of each 
committee chairman. 

This is a notice to all committee chairmen 
and committee members of this meeting. It 
is hoped that, between now and November 
15, each committee chairman will have made 
assignments to each of his committee mem- 
bers. It is believed that this meeting of all 
committees cannot be a success unless it is 
carefully planned and considerable prepara- 
tory work accomplished before November 15. 
Each committee chairman and every com- 
mittee member is urged to give his best in 
this direction in order that real progress can 
be made in American psychiatry. The whole 
membership of the organization looks to 
these committees for leadership. 

Details with regard to hotel reservations 
and data regarding trains from New York 
to Asbury Park will be sent to each Council 
member and committee member in due time. 
It is important at this time, however, that 
everyone save these dates. This experiment 
—which must be regarded as an expefi- 
ment—will entail some economic difficulties 
for some committees who have one or more 
members at great distances. No committee's 
budget is sufficient to entirely defray the ex- 
penses of all members of the committee. 

This development is of great importance 
to the entire American Psychiatric Associa- 
tion. It is potentially a most effective way 
to implement the carrying out of responsi- 
bilities by each of our many committees. Its 
success will depend primarily on the leader- 
ship provided by the Council and the com- 
mittee chairmen. It can only succeed as each 
committee member carries out his pre-meet- 
ing assignment. 

C. MEeNnNINGER, M. D. 
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COMMENT 


THE WASHINGTON MEETING 


The 104th annual meeting of The American 
Psychiatric Association at the Hotel Statler 
in Washington, D. C., from May 17 to 20, 
1948, was a good demonstration of the sig- 
nificant progress of psychiatry as well as the 
growth and the expanding interests of the 
organization. The 1,481 members and 1,529 
guests who registered for the meeting at- 
tended the sessions in such large numbers 
that even the presidential ballroom of the 
hotel was often taxed to capacity. There 
were 1,349 reservations for the Round Table 
Meetings. Numerous committees met early 
and late and even the management of the 
hotel commented about the enthusiasm of 
the members and guests for every phase of 
the program. 

The success of the meeting was a splendid 
tribute to the efforts of the Program Com- 
mittee under the chairmanship of Dr. Frank 
J. Curran, the Committee on Arrangements 
under the chairmanship of Dr. Dexter M. 
Bullard, the motion picture program under 
the supervision of Dr. John Lambert, the 
publicity provided by the Committee on Pub- 
lic Education under the direction of Dr. C. 
Charles Burlingame, and the efficient work 
of the Executive Assistant, Mr. Austin M. 
Davies, and his staff. 

When Dr. Winfred Overholser officially 
opened the meeting, he read a message of 
greeting from the President of the United 
States to the members of the Association. 
The large audience which had assembled to 
hear Dr. Overholser’s Presidential Address 
was especially attentive to his scholarly pre- 
sentation. 

Dr. John R. Rees, president of the Inter- 
national Mental Health Congress, commented 
about the final preparations for the London 
meeting and outlined some of the plans which 
had been made for those who would attend. 

Dr. R. G. McInnes extended greetings to 
our members from the Royal Medico-Psy- 
chological Association. 

The joint session of the Section on Psy- 
choanalysis and the American Psychoanalytic 
Association, under the chairmanship of Dr. 


Gregory Zilboorg, was a historical event for 
the Association. It was the first time that an 
important part of the program of an annual 
meeting had been devoted to psychopathology 
and religion. The number of those who at- 
tended this joint session comprised the larg- 
est gathering of the entire meeting. 

Tuesday morning, following the election 
of officers, the general session was conducted 
by the Committee on Reorganization under 
the chairmanship of Dr. Karl A. Menninger. 
It was the purpose of this meeting to explain 
to the membership the plans which had been 
worked out by the committee for the re- 
organization of the structure of the Asso- 
ciation, the need for which has become evi- 
dent through the greatly increased size ef the 
Association. Dr. Morris Fishbein spoke 
about his experience in reorganizing the 
American Medical Association ; several mem- 
bers of the Reorganization Committee dis- 
cussed such topics as the proposed constitu- 
tion and by-laws, the formation of district 
societies, and the ways in which it is ex- 
pected that an improved functioning of our 
organization can be achieved. 

The Medical Director, Dr. Daniel Blain, 
presented a very complete report of his ac- 
tivities during the months since his appoint- 
ment and made a number of valuable recom- 
mendations for the Association for the 
coming year. 

The afternoon sessions were occupied with 
discussions about private practice, military 
psychiatry, forensic psychiatry, and experi- 
mental studies. 

Mrs. Ernest E. Hadley, chairman of the 
Ladies Program, arranged for a tea in their 
honor at the White House, Tuesday after- 
noon. This social function was an important 
contribution to the success of the meeting. 

On Wednesday morning, the general meet- 
ing of the members heard the results of the 
elections which had taken place the previous 
day. The following officers were elected: 

President-Elect, Dr. George S. Stevenson ; 
Secretary, Dr. Leo H. Bartemeier; Treas- 
urer, Dr. Howard W. Potter; Councillors 
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for 3 years, Dr. Henry W. Brosin, Dr. D. 
Ewen Cameron, and Dr. Jack R. Ewalt; 
Councillor for 1 year, Dr. Abram E. Bennett ; 
Auditor, Dr. Whitman C. McConnell. 

The annual dinner that evening was at- 
tended by 720 members and guests who were 
entertained by the George Washington Uni- 
versity Glee Club under the direction of Dr. 
Robert Howe Harmon. Mr. Sumner T. 
Pike, member of the Atomic Energy Com- 
mission, gave the annual address on the sub- 
ject of “Atomic Energy: Realism and Phan- 
tasy.” Representatives of the I'rench Gov- 
ernment presented President-Elect William 
C. Menninger with the decoration of the 
French Foreign Legion, after which Presi- 
dent Winfred Overholser received the Past- 
President’s Medal. 

On Thursday morning, the general session 
opened with the report of the Committee on 
Resolutions by the chairman, Dr. William 
B. Terhune. During this meeting Dr. Over- 
holser turned the gavel over to his successor, 
Dr. William C. Menninger. The incoming 
President spoke of some hopes and plans 
of the coming year. He spoke of our plan 
for reorganization as a matter of individual 
responsibility for all of us wherever we live. 
He expressed the hope that the 32 standing 
committees might have a chance to be much 
more active and of the possibility of a simul- 
taneous meeting of all committees. He paid 
special tribute to our affiliate societies. 

During the business sessions, the Council 
made a number of important recommenda- 
tions which were accepted by the Association. 
Among these was a formal resolution urging 
acceptance by the United States Government 
of the Charter of the World Health Organi- 
zation; a resolution that the Administrator 
of Veterans Affairs give consideration to the 
establishment in the Veterans Administration 
of a bureau type of organization, to the end 
that the Department of Medicine and Sur- 
gery may properly and adequately carry out 
its assigned mission, namely, operation of a 
complete medical and hospital service under 
the Chief Medical Director, who shall be 
responsible directly to the Administrator. 
The Chief Medical Director will then have 


complete authority as well as responsibility 
for the operation, control, and supervision 
of all activities involving medical examina- 
tions and treatment. There was also a reso- 
lution regarding the drafting and utilization 
of male nurses in military service; and a 
resolution authorizing the Committee on 
Psychiatric Standards and Policies to join 
with committees of other national organiza- 
tions for the purpose of formulating ma- 
terial to submit to the National Advertising 
Council for a campaign on the subject of 
mental health which will give top priority to 
the problems of state hospitals. 

The Association adopted two _ related 
amendments which enable the Council year 
by year to elect its own moderator and to 
fill any vacancy which might occur among 
elected officers of the Association. 

The Missouri Society for Neurology and 
Psychiatry was accepted as an affiliate society 
of the Association. The Association accepted 
the recommendation of the Council that the 
1949 annual meeting be held in Montreal, 
Canada ; the 1950 meeting, in Dallas, Texas; 
and the 1951 meeting in Cincinnati, Ohio. 

The Council voted that the Association 
participate in the International Congress on 
Psychiatry to be held in Paris, France, in 
1950, and to appropriate a sum not exceed- 
ing $200.00 as the 1947-1948 contribution 
from the Association to this Congress. 

In accordance with the recommendation 
from the Committee on Psychiatric Stand- 
ards and Policies, the Council voted that the 
President be requested to appoint a Central 
Inspection Board consisting of ten Fellows 
of the Association. 

The Council voted the acquisition by the 
Association of new office space in the RKO 
Building at 1270 Avenue of the Americas, 
New York City. 

The Association adopted a_ proposed 
amendment creating Life Members as well 
as Life Fellows. 

During this 104th annual meeting, 424 ap- 
plications for various grades of membership 
were accepted and the total membership of 
the Association now numbers 4,765. 

Leo H. M. D., 
Secretary. 


1948 | 


Prefr 
chosurg« 
“therapy 
has beet 
in all pa 
one-thir 
unchang 
operatio 
of last 
exclusiv 
to any 
prognos 
ment ra 

less, bee 
surgical 
for the 
is “irra! 
know j 
results 
dicting 
which 
for surs 
able in t 
undesir: 
zures, 
which c 
may lea 
There i 
the lor 
operatic 

In vi 
it seem 
betwee 
illness 1 
modifie 
medical 
laborate 
Associa 
Presbyt 
stone S 
Jersey. 

A gi 
tients \ 
subject 
month. 
to a br 
control 
such a 
binatio: 


| 
| 


ility 
sion 
lina- 
ition 
id a 
on 
join 
niza- 
ma- 
ising 
of 
ty to 


lated 
year 
id to 
nong 


and 
ciety 
epted 
t the 
treal, 
; 
0. 

ation 
ss on 
e, in 
ceed- 
ution 


lation 
tand- 
it the 
entral 
llows 


y the 
RKO 
ricas, 


posed 
; well 


ap- 
ership 
ip of 


D., 
etary. 


1948 | COMMENT 151 


CEREBRAL TOPECTOMY 


Prefrontal leucotomy or lobotomy (psy- 
chosurgery) is a most debatable method of 
“therapy” for use with mental patients. It 
has been performed on over 5,000 patients 
in all parts of the world. Generally speaking 
one-third of patients are improved, one-third 
unchanged and one-third worsened by the 
operation. Since this has been an operation 
of last resort, used almost but not entirely 
exclusively on patients who failed to respond 
to any other form of therapy and whose 
prognosis was very unfavorable, the improve- 
ment rate 1s impressive. 

Responsible psychiatrists have, neverthe- 
less, been most reluctant to apply this neuro- 
surgical procedure to patients under their care 
for the following reasons: (1) The method 
is “irrational” in that the surgeon does not 
know just what he has cut nor what the 
results may be. There is no basis for pre- 
dicting which patient will be improved or 
which worsened. (2) The operation calls 
for surgical skill and hospital care not avail- 
able in the ordinary mental hospital. (3) The 
undesirable concomitants (convulsive sei- 
zures, Organic symptoms, mortality rate) 
which occur in a fair percentage of patients 
may lead to unpleasant public relations. (4) 
There is little or no information concerning 
the long-time outcome of the successful 
operation. 

In view of these and other considerations 
it seemed desirable to explore the relation 
between a neurosurgical approach and mental 
illness to see if the leucotomy might not be 
modified to a more rational procedure. A 
medical-surgical scientific group of 96 col- 
laborators known as the Columbia-Greystone 
Associates was formed at the Columbia- 
Presbyterian Medical Center and at the Grey- 
stone State Hospital, Greystone Park, New 
Jersey. 

A group of 48 chronic “back-ward” pa- 
tients were selected at Greystone Park and 
subjected to a most intensive study for one 
month. Half of the patients were subjected 
to a brain operation; half were retained as 
controls. The operations were planned in 
such a fashion that certain single, or com- 
bination of, Brodmann’s areas were excised 


during an open bone-flap operation. The ex- 
cisions were bilaterally symmetrical. Each 
of two patients had the same area or areas 
removed. The area removed in each such 
team overlapped the area removed in another 
team. In this way it was possible to study 
the effects of localized excisions as well as 
the effect of the total mass of tissue removed. 

Four months after operation all 48 pa- 
tients were presented to the hospital parole 
board. This board recommended 4 of the 24 
control patients for parole and 20 of the 24 
operated patients. Ten months after opera- 
tion 11 of the 24 operated patients were still 
outside the hospital leading useful, normal 
lives. 

The most impressive finding of the study 
was that the removal of Brodmann’s areas 
9-10-46 was practically specific in the reduc- 
tion of psychotic anxiety and symptoms. The 
removal of these areas was not attended by 
any other loss or impairment, while the re- 
mission from psychosis led to an over-all 
improvement in the mental life of the patient. 

Operations on the frontal lobes, no matter 
which areas were excised, led to no perma- 
nent impairment in intelligence, learning 
ability, memory, ability to abstract, or any 
other psychological function. Specific losses 
and gains occurred in individual patients but 
there was no evidence that the changes were 
solely due to the operation. The changes 
are attributed by the investigators to the re- 
covery from psychosis. Removal of Broca’s 
area did not lead to any aphasic symptoms 
nor did removal of premotor areas result in 
any permanent loss in motor function. 

The entire Columbia-Greystone Project is 
to be reported in a volume entitled, “The 
Human Frontal Lobe” which is to be issued 
by Paul B. Hoeber, Inc., in the autumn of 
1948. 

The encouraging results of this study have 
led to the organization of a new “Brain Re- 
search Project” as a collaborative venture 
between the Columbia-Presbyterian Medical 
Center and the Department of Mental Hy- 
giene of the State of New York. 

Noran D. C. Lewis, M. D., 
New York State Psychiatric Institute. 
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AAAS CENTENNIAL! 


The year 1848 was a time of revolutionary 
disturbance throughout Europe. The year 
1948 is a time of revolutionary disorder 
throughout Europe and beyond. Also in 1848 
in the peace pursuing land of the West there 
came into being a society devoted to pursuits 
that if followed unhindered and unperverted 
are capable of elevating mankind and giving 
him a good world to live in. In 1948 this 
society—the American Association for the 
Advancement of Science—celebrates its cen- 
tennial. 

And in the western countries—Europe and 
America—the two opposing forces still con- 
front each other, one striving to build up, 
the other to pull down; one seeking to press 
forward, the other to thrust back; one to 
enrich humanity, the other to enslave; one 
determined to throw open the windows to 
the light, the other to shut out the light be- 
hind an iron curtain. We seem to hear echos 
of ancient conflict—Ahura-Mazda and Ahri- 
man pitted against each other, balancing their 
strength. 

In September, 1848, the AAAS held its 
first meeting in Philadelphia. There were 
then 461 members of the Association, includ- 
ing all the leading American scientists of the 
period. The 1948 Summarized Proceedings 
and Directory of Members of the Associa- 
tion will list approximately 40,000 names 
representing the United States and 76 for- 


1In a valuable contribution, “Some Vital Books 
in Science: 1848-1947” (Science, May 14, 1948), 
J. Christian Bay, Librarian Emeritus, The John 
Crerar Library, Chicago, Illinois, discusses with il- 
luminating comments the significant and epoch- 
making books in the several branches of science 
during the past hundred years. 


eign countries, and includes data of 203 
affiliated and associated societies. 

The Centennial Anniversary meeting will 
be held in Washington, D. C., September 13- 
16, 1948. Distinguishing features of the 
program will be a series of symposia, re- 
placing the customary list of individual 
papers, and another series of special ad- 
dresses. Fifteen symposia have been ar- 
ranged. To each, three eminent scientists in 
different fields will contribute papers, thus 
presenting various aspects of the subject. 
Other scientists have been carefully selected 
for the general discussion. Among the topics 
chosen for the symposia are: the world’s 
sources of energy, the relation of genes and 
cytoplasm in inheritance and development, 
food and nutrition, human educability, the 
upper atmosphere, waves and rhythms in 
nature. Evening lectures will be given by 12 
distinguished scientists. Among the topics 
so far chosen are population problems, the 
world of isotopes, bird migration, human 
frontiers, giant machines for research. 

The governing theme of the Centennial is 
“One World of Science.” The emphasis 
throughout will be on the contributions of 
men of many nations to the solution of scien- 
tific problems, and on a science that knows 
no national boundaries. If world harmony 
in some livable degree is ever to be attained 
it is most likely to come through strengthen- 
ing the bonds between the scientists of the 
world working in collaboration. To promote 
such collaboration will be a major objective 
of the AAAS as it enters upon its second 
century. The address of the retiring presi- 
dent, Harlow Shapley, “One World of As- 
tronomy,”’ will strike the keynote of the Cen- 
tennial. 
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NEWS AND NOTES 


CONTRIBUTIONS TO THE 1949 PROGRAM.— 
The Program Committee will meet at Asbury 
Park in mid-November this year. Therefore, 
those members of the Association who wish 
to read papers at the 1949 meeting in Mon- 
treal must submit an abstract of approxi- 
mately 200 words to Dr. Frank J. Curran, 
chairman, or to some other member of the 
Program Committee, on or before November 
1. After July 1, the permanent address of 
Dr. Curran will be 1626 Oxford Road, 


Charlottesville, Virginia. 


New York State Hospitat SERVICE.— 
A report from the office of Commissioner 
Frederick MacCurdy indicates that the 
budget for operating the state’s 27 mental in- 
stitutions for the fiscal year ended March 31, 
1948, exceeded 100 million dollars. The De- 
partment of Mental Hygiene employs a per- 
sonnel exceeding 24,000 in the hospital ser- 
vices. The patients number 107,000, nearly 
23,000 being cared for extramurally. For 
the coming year the legislature has appro- 
priated 107 million dollars for departmental 
operations. This is more than 24 times the 
appropriation for 1942-43. 

Increase in salaries and improvement of 
working conditions of institution employees 
in recent years have contributed to improve 
the personnel situation, and consequently the 
hospital services. A basic 40-hour week is 
now the rule throughout the state with ade- 
quate compensation for overtime. 

Six new units with a capacity of approxi- 
mately 9,000 beds have been made available 
during the past year. Provision of accommo- 
dation for some 14,000 additional beds has 
been approved and awaits only improved 
conditions in the building industry. 

It is interesting to note that over 95% of 
all student nurses in New York State now 
include at least 12 weeks’ training in psychi- 
atric nursing in their basic course. Of the 
state’s 104 general hospital nursing schools, 
82 send their students to the state hospital 
schools of nursing for this training. 


N. Y. State MENTAL INstTiTUTIONS, Oc- 
CUPATIONAL THERAPY PROGRAM.—An ex- 
tension of occupational therapy to all patients 
whom it can benefit in the 26 hospitals and 
schools of the New York State Department 
of Mental Hygiene has been made possible 
by the provision of 209 new positions, which 
were available as of the first of June, through 
funds recommended by Governor Dewey in 
his 1948-49 budget and subsequently ap- 
proved by the state legislature. 


SOUTHERN SOCIETY OF ELECTROENCEPH- 
ALOGRAPHY.—Announcement is made of the 
organization of the Southern Society of 
Electroencephalography by the Executive 
Council of that Society in Atlantic City, June 
11, 1948. The first general meeting will be 
held at the time and place of the next meet- 
ing of the Southern Psychiatric Association. 
All individuals in the southern area inter- 
ested in becoming members of this organiza- 
tion are requested to communicate with Dr. 
Samuel C. Little, the acting secretary-treas- 
urer, at 2111 Highland Ave., Birmingham 5, 
Ala. 


THIRD NATIONAL CONFERENCE ON Psy- 
CHODRAMA, SOCIODRAMA, SOCIOMETRY, AND 
Group PsyCHOTHERAPY.—This Conference, 
sponsored by the Moreno Clinic and the Psy- 
chodramatic Institute, will be held in Beacon, 
N. Y., Sept. 4-6, 1948. The topic for the 
first day is psychodrama ; for the second day, 
sociodrama, and the third day, sociometry 
and group psychotherapy. 

For further information write to the 
Moreno Clinic, Beacon N. Y. 


COMMITTEE ON COOPERATION WITH Lay 
Groups.—The war and the current situa- 
tion have together created an increasing de- 
mand for psychiatric services throughout the 
country. It is obvious that there are not 
enough psychiatrically trained personnel to 
meet the demand. In an attempt to save time 
and to make the most effective possible use 
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of existing personnel, your Committee has 
set up essentially the following procedure. 

1. Attempt will be made to direct the in- 
terests of various groups such as Rotary, 
Junior League, Federated Women’s Clubs, 
Grange, etc., into a common channel at the 
local community level. It is hoped that in 
any given city or town all organizations in- 
terested in psychiatric problems can cooperate 
to meet the specific needs of the specific com- 
munity after consultation among themselves. 

2. Attempt will be made in each case to 
direct such interest into comparatively non- 
clinical channels ; that is, instead of attempt- 
ing to set up more clinics, either adult or 
child, which require much personnel, attempt 
will be made to interest the community in 
providing some psychiatric training for pub- 
lic health nurses and in considering mental 
health problems in school situations. There 
are many such nonclinical activities which 
your Committee hopes to stimulate. 

3. In order to make the best use of avail- 
able personnel and to avoid duplication, it 
is hoped that all members of The American 
Psychiatric Association will consider them- 
selves on call in their own or in a nearby 
community, by any such lay organizations 
that require help in setting up appropriate 
activities. 

4. It is proposed eventually to stimulate 
interest from the top of various national 
organizations down. When such interest 
reaches the local community, we hope that 
your Committee can feel free to designate 
any appropriate member of the A.P.A. as 
the individual to be consulted for assistance 
by the lay organizations. 


AMERICAN COLLEGE OF PHysICcIANS, AN- 
NUAL SEssion.—The 30th annual session of 
The American College of Physicians will 
take place at New York, N. Y., March 28 
through April 1, 1949. Dr. Franklin M. 
Hanger, Jr., of New York City is the chair- 
man for local arrangements and the program 
of clinics and panel discussions. The Presi- 
dent of the College, Dr. Walter W. Palmer, 
director of the Public Health Research In- 
stitute of the City of New York, Inc., and 
professor emeritus, Columbia University 
College of Physicians and Surgeons, is in 
charge of the program. 


Aug, 


Secretaries of medical societies are es- 
pecially asked to note these dates and, in ar- 
ranging meeting dates of their societies, to 
avoid conflicts with the College meeting, for 
obvious mutual benefits. 


AMERICAN COLLEGE OF PuysIcIANs, 
SEARCH FELLOWSHIPS.—A limited number 
of Fellowships in Medicine will be available 
from July I, 1949 to June 30, 1950. These 
Fellowships are designed to provide an op- 
portunity for research training either in the 
basic medical sciences or in the application 
of these sciences to clinical investigation, and 
as preparation for a teaching and investiga- 
tive career in Internal Medicine. Assurance 
must be provided that the applicant will be 
acceptable in the laboratory or clinic of his 
choice and that he will be provided with the 
facilities necessary for the proper pursuit of 
his work. Stipend: $2,200 to $3,200. 

For application forms address The Ameri- 
can College of Physicians, 4200 Pine St. 
Philadelphia 4, Pa. Applications must be 
submitted in duplicate not later than No- 
vember I, 1948. 


U. S. P. H. S. Mentat Hyciene Re- 
SEARCH FELLowsuHips.—The U. S. Public 
Health Service announces the availability of 
a limited number of mental hygiene research 
fellowships for graduate work in medical 
and related sciences. These fellowships are 
open to psychiatrists, psychologists, social 
workers, anthropologists, sociologists, and 
any other persons interested in research in 
the field of mental health who have the 
proper qualifications. 

Several grades of fellowships are pro- 
vided, with stipends ranging from $1200 a 
year ($1600 for those with dependents) to 
$3000 ($3600 with dependents). Predoc- 
torate fellowships may be granted to medical 
students for additional work in basic science 
relating to mental health intercalated in their 
medical curriculum. Special fellowships will 
also be granted to individuals with special 
qualifications for a specific problem, the 
amount of stipend being determined in each 
case. 

Requests for application forms and addi- 
tional information should be addressed to 
the Division of Research Grants and Fellow- 
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ships, National Institute of Health, Bethesda 
14, Md. 


CARNEGIE CORPORATION GRANT.—The 
following grant was made recently by the 
Carnegie Corporation: $150,000, payable 
over a period of 5 years toward support of 
an Institute of European Studies at Colum- 
bia University. 

The Institute will develop a graduate-level 
program of teaching and research, drawing 
upon all the departments in the social sciences 
and the humanities which are in a position 
to contribute to an understanding of Western 
Europe. 

Further information may be secured from 
Professor Schuyler C. Wallace, director of 
the School of International Affairs, Colum- 
bia University, New York 27, N. Y. 


THE Cart Gustav JuNG INSTITUTE.— 
Representatives of a number of psychological 
societies of Switzerland and other countries 
as well as of other scientific groups founded 
the C. G. Jung Institute at Zurich April 24, 
1948. Those directly responsible for the op- 
eration of the new foundation will be Prof. 
C. G. Jung and Drs. C. A. Meier, K. Bin- 
swanger, L. Frey-Rohn, and J. Jacobi. 

In a short address Prof. Jung outlined the 
development of psychology, emphasizing its 
collaboration with other sciences, particularly 
psychopathology, mythology, the philosophy 
of religion, and microphysics. He made spe- 
cial reference to the future tasks which con- 
front psychology. 

In addition to its research program the 
C. G. Jung Institute will conduct training 
courses in Jungian psychology. 


AMERICAN OCCUPATIONAL THERAPY As- 
SOCIATION.—The 31st annual convention of 
the American Occupational Therapy Asso- 
ciation will be held at the Hotel Pennsyl- 
vania, New York City, September 7-11, 1948. 
The Association has approximately 3,000 


members professionally engaged in rehabili- 
tation activities. 

Among those who will present papers are 
Dr. Howard Rusk, chairman of the Depart- 
ment of Rehabilitation and Physical Medi- 
cine, Bellevue-New York University College 
of Medicine; Mr. Holland Hudson, director 
of the rehabilitation service, National Tuber- 
culosis Association; Dr. Luther Woodward, 
field consultant to the National Committee 
for Mental Hygiene; Dr. Leland E. Hinsie, 
assistant director, New York State Psychi- 
atric Institute. 

A teaching institute to demonstrate recent 
techniques in the treatment of neuropsychi- 
atric conditions will be held on September 10 
and 11. Trips to various institutions have 
also been arranged for Sept. 9 and 10. 

Miss Susan Colston Wilson, O.T.R., presi- 
dent of the N. Y. State Association of Oc- 
cupational Therapists, is chairman of the 
Committee on Arrangements. A copy of the 
preliminary program may be secured from 
The American Occupational Therapy Asso- 
ciation, 33 W. 42d St., New York 18, N.Y. 


THE Bronx Society oF NEUROLOGY AND 
PsyCHIATRY.—The recent incorporation of 
this Society has been announced. The initial 
membership numbers 36. 

Officers are as follows: Dr. Joshua H. 
Leiner, president ; Dr. Nathan Savitsky, vice- 
president; Dr. Jacob H. Friedman, secre- 
tary; Dr. Moses Madonick, treasurer. The 
Executive Committee members are Dr. Hil- 
bert W. Ehrlich, Dr. Nicholas R. Locascie, 
and Dr. Joseph D. Sullivan. 

The address of Secretary Friedman is 
1749 Grand Concourse, Bronx 53, N. Y. 


CorrRECTION.—The name of Dr. Harold E. 
Foster of Lyons, N. J., was erroneously in- 
cluded in the list of deceased members 


printed in the program of the Washington 
meeting. 


THE AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY, INC. 


The following were certified at Washington, D. C., May, 


1948. 
PSYCHIATRY 


Adams, Charles C., Veterans Hosp., Murfreesboro, Tenn. 

Adelson, Edward N., 120 Ocean Pky., Brooklyn, N. Y 

Almansi, Renato J., 139 East 19th St., New York City. 

Baker, Calvin Layle, Dayton State Hosp., Dayton, Ohio. 

Berger, Louis M., 12661 Emelita St., North Hollywood, 
alif. 


Billig, Otto, Vanderbilt Univ. School of Med., Nashville, 
enn. 

Bounds, Joseph B., V. A. Hosp., North Little Rock, Ark. 
Begack, C. H. Hardin, 111 North 49th St., Philadelphia, 

a. 
Brewster, Henry H., Mass. Gen’l Hosp., Boston 14, Mass. 
Brunner-Orne, Martha, 21 Bay State Road, Boston, Mass. 
Burkett, Howard M., Univ. Hosp., Univ of Mich., Ann 
Arbor, Mich. 
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Burnham, Robert C., 1217 Valley Ave., SE, Washington, 


Busse, ‘Ewald W., Colorado Psychopathic Hosp., Denver, 
Colo. 

Byer, Louis, Veterans Hosp., Tuscaloosa, Ala. 

Chaffin, Curtis R., Federal Reformatory, El Reno, Okla. 

Chappell, Ewin Summers, 827 Cambridge Ave., Topeka, 
Kans. 

Chat, Emanuel, V. A. Hosp., Canandaigua, N. Y. 

Chiles, Daniel Duncan, St. Albans, Radford, Va. : 

—, Irving, , Bronx V. A. Hosp., 130 W. Kingsbridge 

d., Bronx, } 

Cobliner, Lilli M v. . 178 E. zoth St., New York 21, N. Y. 

Cohen, R. Robert, Colorado Psychopathic Hosp., Denver 
Colo. 

Cowan, George Morterud, V. A. Mental Hygiene Clinic, 
Fort Snelling 11, Minn. ; 

Cushing, Jean G. N., 11 E. Chase St., Baltimore 2, Md. _ 

Cushing, Mary Eyman, McKinnis, 11 E. Chase St., Balti- 
more 2, Md. 

Dallis, Nicholas Swans, Mental Hygiene Center, 220 Michi- 
gan St., Toledo, Ohio. 

Dancik, Daniel, 129 Broadway, Huntington Station, L. L., 


*Dillenberg, peaiey M., Neurological Inst., 700 W. 168th 
Street, N. 

Dollin, Martin, "78. 10 34th Avenue, Jackson Heights, N. Y. 

Dreyfus, Albert Etienne, V. A. Hosp., ag ny, Md. 

Dunstan, Paul Lane, Grafton State Hosp » North Grafton, 


Mass. 
Abraham, Vets. Admin. Hosp., Northport, L. I., 


Eidelman, Jack R., 462 N. Taylor Avenue, St. Louis 8, Mo. 
Evans, David S., Brentwood, 
Farmer, Joseph Arthur, 200 Retreat Avenue, Hartford, 


Conn. 
——* Elizabeth D., 705 Donaghey Bldg., Little Rock, 


Ford, Harold Vandiver, Winter V. A. Hosp., Topeka, Kans. 
Frazin, Bernard, . Hosp., Ft. Harrison, Ind. 
Gahagan, Lawrence M., 21 E. Sand St., New York 28, N. Y. 
Gilbert, Howard P., 2035 E. 18th Avenue, Denver 6, Colo. 
Gildea, Margaret C. L., Clinics, 4500 W. Pine Blvd., St. 
uis 8, Mo. 
Goddard, Ernest Stewart, Westminister Hosp., London, 
Ont, Canada. 
— Daniel Lawrence, 1160 Fifth Ave., New York, 


Goes Charles E., Chief Division V. A. Hosp. 130 
Kingsbridge Rd., Bronx 63, N. Y. 
“Green, Eugene Willard, US Marine Hosp., Staten Island, 


Guensberg, Marcus, Territorial Hosp., Kaneohe, Hawaii. 
i Maurice Ernest, V. A. osp., Northport, L. I., 


Hitchman, Irene L., Springfield State Hosp., Sykesville, 


jarie. Beryl, 255 S. 17th Street, Philadelphia, Pa. 

anjigian, Edward R., 22 Pierce St., Kingston, Pa. 

a. Delbert Pinkerton, State Hosp. -» No. 2, St. Joseph, 

Johnston, Brest, Danville State Hosp., Danville, Pa. 

Kaplan, Albert J., 4636 Spruce Street, Philadelphia og. Pa. 

Kline, Nathan V. A. Hosp., Lyons, N. 

Lamb, Francis O., . a 2 Regional Office, 366 W. Adams 

St., Chicago, Il. 

Laughlin, Henry P., 6627 East Ave., Chevy Chase, Md. 

Luloff, Harry, 2 2735 "Reservoir Avenue, New York 63, ; 

ae. Frank Harper, Vanderbilt Univ. Hosp., Nashville, 
enn. 

Lyons, John W., Jr., to Crescent Hill Drive, Haverton, Pa. 

Macht, Arthur i St. Mary’s Hill, Milwaukee 4, Wis. 


Martin, George J., State Hosp., Norristown, Pa. 

Merin, Joseph H., 49 East 78th St., New York, N. Y. 

Meyers, Harold L., Winter V. A. Hosp., Topeka, Kans, 

Morton, Benjamin F., 2009 Ninth Avenue, South, Birming.- 
ham 5, Ala. 

Myers, Henry J., 3806 S. Capitol St., Washington 20, D. C. 

Oppenheimer, Hans, V. A. Medical Teaching Group. Box 
58, Kennedy Hosp., Memphis, Tenn. 

Peltz, William L., 111 North 49th St., ee a Pa. 

Pfeffer, A. Z., 471 Park Avenue, New York 

Posey, H. Tharp, V. A. Hosp., New Orleans, A 

Procter, Thomas M., Matteawan State Hosp., Beacon, N. Y. 

Rausch, Gerald R., 1109 Ann Avenue, Kirkwood 22, Mo. 

Reese, William G., Phipps Clinic, Johns Hopkins Hosp., 
saltimore, Md. 

Rest, David, 4434 N. Rake Avenue, Chicago 25, IIl. 

Richter, Waldemar G., V. Hosp., Bedford, Mass. 

Rose, Kurt E., Judge FP Guidance Center, 38 Beacon 
St., Boston, Mass. 

Sager, Clifford J., 44 Gramercy Park, New York 10, N. Y., 

Salzman, Leon, 1801 K Street, NW, Washington, D. C. 

Schneidman, ~~ 14053 Oxnard St., Van Nuys, Calif. 

Shapiro, Louis M., Veterans Hosp., Lyons N. 

Country Club Lane, W allingford, 


a 

Slenger, Walworth, 1027 Ferdon Rd., Ann Arbor, Mich. 

Slomah, Sophie Schroeder, Institute for Juvenile Research, 
907 South Wolcott Avenue, Chicago, Ill 

Stahl, Philip E., 7911 Blackburn Ave., Los Angeles 36, 
Calif. 

Stathakis, John, V. A. Hosp., North Little Rock, Ark. 

Stevens, Rutherford B., Winter V. A. Hosp., Topeka, Kans. 

— Alexander, 137 E. 28th Street, New York 16, 


Thompson, S. V., (Lt. Cmdr.) US Naval Hosp., Nat'l 
Naval Med. Center, Bethesda 14, 

Tice, William Arnold, 6928 Catina, New Orleans, La. 

Tower, Sarah Sheldon, 14 E. Biddle St., Baltimore, Md. 

*Von Storch, Theodore J. C., Albany Hosp., Albany, N. Y. 

Warner, Nathaniel, Payne W hitney Clinic, 525 E. 68th St., 
New York, N. Y. 

Watkins, Charles, Box 3619, Duke Hosp., Durham, N. C. 

Wenger, Sidney U. 55 S. 17th Street, Philadelphia, Pa. 

_— WwW illiam, 111 North goth St., Philadelphia 39, 

Wexler, Henry, V. A. Hosp., Topeka, Kans. 

Williams, Paul D., V. A. Regional Office, 36 S. Pennsyl- 
vania Street, Indianapolis 9, Ind. 


NEUROLOGY 
oasis, Ralph W., 626 Medical Arts Bldg., Grand Rapids 2, 


Mich. 

Corbin, Kendall B., 102-110 Second Ave., S.W., Rochester, 
Minn, 

*Dubner, Harold H., 2616 S. Prairie Avenue, Chicago, II. 

Gay, James Rowland, 114-11th Avenue SW, Rochester, 
Minn. 

Hamlin, Hannibal, 4 George St., Providence 6, R. 

Hollister, Nathaniel Rogers, 2676 Salem Avenue, Dayton, 
Ohio. 

Rasmussen, Waldemar Curtis, 102-110 Second Avenue, SW, 
Rochester, Minn. 

*Russman, Charles, Bow Lane, Middletown, Conn. : 

Shapiro, Mortimer Fromberg, 815 Park Avenue, New York, 


Stark, Frederick M., c/o Mayo Clinic, Rochester, Minn. 
NEUROLOGY AND PSYCHIATRY 


Bailey, Allan Archibal, 102-110 Second Avenue, SW, 
Rochester, Minn. 


* Denotes complementary certification. 


* Denotes complementary certification. 
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BOOK REVIEWS 


Ports AT Work. (Essays based on the modern 
poetry collection at the Lockwood Memorial 
Library, University of Buffalo.) By Rudolf 
Arnheim, W. H. Auden, Karl Shapiro, Donald 
A. Stauffer ; Introduction by Charles D. Abbott. 
(New York: Harcourt, Brace and Company, 
1948.) 


Psychiatrists and psychologists who are interested 
in the creative processes will find much material here 
with which they are familiar, yet some of it different 
from the clinical material they encounter in work- 
ing with the neuroses. This is the first time that 
the work of the poet has been seriously considered 
in such a volume and the student who sifts it will 
find it much akin to the dream work encountered 
in psychoanalytic study. Four modern poets have 
written self-critical and self-revelatory essays, but 
even more importantly they call attention to the 
remarkable collection of creative material now as- 
sembled in the Lockwood Memorial Library in the 
University of Buffalo. It is clearly shown in the 
book that the work of the poetic mind depends very 
importantly on free association and the following 
of thought connections as well as the use of fantasy 
and autochthonous thinking. The authors of this 
work take the reader a little farther down “The 
Road to Xanadu.” 

MERRILL Moore, M. D., 
Boston. 


THE THEMATIC APPERCEPTION TEST: THE THEORY 
AND TECHNIQUE OF INTERPRETATION. By Sil- 
van S. Tomkins. (New York: Grune & Strat- 
ton, 1947.) t 


Writing with the collaboration of his wife, Eliza- 
beth S. Tomkins, the author presents what is in 
some sense a manual for the thematic apperceptien 
test first described by Morgan and Murray in 1935. 
The author has elaborated carefully and exten- 
sively a psychology of motivation which seems to 
lend him a frame of reference for analyzing the 
stories told by subjects given the test. A scoring 
scheme (explained in some detail in one chapter, 
but generally ignored in later discussion of proto- 
cols) involves concepts of vectors, levels, and other 
characteristics of the stories somewhat similar to 
the variables Murray designated as “needs” and 
“press.” The author states that he “has striven 
to translate these concepts into English wherever 
possible” (p. 42). 

In four extensive chapters, discussion of TAT 
stories is developed in regard to “regions” of (a) 
the family, (b) love, sex, and marital relationships, 
(c) social relationships, and (d) work and voca- 
tional setting. This reviewer was impressed par- 
ticularly with the author’s comments regarding the 
family region, and with the emphasis given to the 


varying significance of the age of the central figure 
in the stories. 

A final discussion of diagnosis and psychotherapy 
suggests certain values and limitations of the TAT 
as stimulus for the eliciting of repressed memories 
and the assessment of attitudes toward therapy, as 
an instrument for catharsis, and as an adjunct to 
directive therapy. It is suggested, furthermore, that 
in special instances the technique may be used as 
play therapy. 

Throughout, the author’s points are well illus- 
trated by original protocols, and the author is to be 
commended for careful organization of his material 
according to his theoretical positions. 

This reviewer feels that some discussion of the 
TAT as but one of several projective techniques 
would have been pertinent. The book is well in- 
dexed and presents a good bibliography of TAT 
studies (though these are discussed briefly in the 
text). 

T. W. Ricuarps, Pu. D., 
Department of Psychology, 
Northwestern University. 


THE BRAIN OF THE TIGER SALAMANDER, Amby- 
stoma tigrinum. By C. Judson Herrick. (Chi- 
cago: University of Chicago Press, 1948.) 


Over 50 years ago the author, who is now the 
dean of active comparative neurologists, set out 
to elucidate the structure and functions of the hu- 
man brain by the phylogenetic approach. Almost 
at once, however, he decided that the first requisite 
for this purpose was a thorough, intensive study 
of some form in which the main features of the 
mammalian brain could be seen foreshadowed in 
as simple and clear a manner as possible, and that 
for such a purpose the brain of the salamander was 
the most appropriate and convenient. 

The present work is a compendium of the prin- 
cipal results of a lifetime devoted with unswerving 
determination, unflagging energy, and brilliant in- 
sight to the program thus planned. In it the form, 
the connections, and the internal structure of the 
relatively primitive amphibian brain are considered 
as the primordia out of which all the elaborations 
and complexities of the mammalian, more spe- 
cifically the human, brain have been evolved and an 
understanding of which will lay a solid foundation 
for comprehension of the latter. The material is 
drawn almost entirely from the personal researches 
of the author. Much of it has already been pub- 
lished in his numerous previous writings but now 
it is for the first time brought together and inte- 
grated as a whole, while revisions of earlier inter- 
pretations and conclusions are made and the com- 
pleted study is made the basis for understanding of 
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the neuroanatomy and neuro-physiology of verte- 
brates in general. 

The presentation is divided into two parts. The 
first, headed General Description and Interpretation, 
comprises 122 pages and is stated to be intended 
for reading, if desired, without attention to the 
histological details included in the second part. The 
form and divisions of the brain of the salamander, 
its meninges and blood vessels, and its general his- 
tology are described, after which the functional 
significance of the principal regions and the main 
structural relations underlying these are considered. 
Upon this basis, the author’s views about funda- 
mental principles of nervous structure and function, 
the origin and significance of cerebral cortex, and 
the aims and tendencies of morphological studies 
are discussed. 

Confirmation is found for the view that integra- 
tive factors are primary and that behavior patterns 
and their underlying mechanisms develop as wholes, 
within which local, partial patterns become indi- 
viduated. The latter process involves the develop- 
ment of inhibiting mechanisms adjusted to allow the 
activated apparatus to work with efficiency and 
precision. 

It is emphasized that “the flow of nervous im- 
pulses from receptor to effector is not one-way 
traffic” but that there is quite usually an efferent 
discharge back to the receptor, and that there are 
innumerable examples of two-way conduction either 
within the same tracts or by roundabout circuits. 

A redefinition of the concept of exteroceptive, 
proprioceptive, and interoceptive mechanisms in 
terms of the effects produced rather than of the 
receptors involved is found to be necessary. 

In the more special morphological sections the 
author finds himself obliged to reverse a previous 
view and to acknowledge that a more or less ex- 
tensive change in the nature of the functions of the 
same neurons may occur, as, for example, in the 
transformation of neurons receiving lateral-line 
fibres into cochlear nuclei. 

The second section, Survey of Internal Structure, 
gives a detailed account of this for each region of 
the brain and is designed for the use of the specia- 
list in comparative neuroanatomy. A mine of in- 
formation about the minutiae of amphibian brain 
structure is set in its proper comparative relations 
and will inevitably be the foundation and guide for 
all further studies on structure or function in the 
amphibian nervous system for decades to come. 

There are a bibliography and an index, each of 
II pages. An atlas of 113 illustrations, comprising 
diagrams and drawings of sections in various planes 
(mostly composite), is at the end of the book. The 
total absence of illustrations in the text makes read- 
ing, especially in the more general first section, less 
convenient than it would otherwise be. A more 
serious defect in the opinion of the reviewer is the 
fact that the legends usually do not accompany the 
figures to which they belong in the atlas but are 
often several pages away. 

E. Horne Craicir, Pu. D., 
University of Toronto. 


BOOK REVIEWS 


REHABILITATION OF THE PHYSICALLY HANDICAPPED, 
By Henry H. Kessler, M.D. (New York: 
Columbia University Press, 1947.) 


Long and penetrating experience of the author 
in war and peace has given us a realistic exposi- 
tion of the many and complex factors entering into 
the subject of rehabilitation and a helpful perspec- 
tive with which to evaluate its evolutionary changes 
and developments. Such topics as the crippled child, 
the injured worker, the disabled veteran, the chronic 
disabled, the orthopedic patient, the blind and the 
deaf, the mentally and emotionally disabled are in- 
vestigated within the comprehensive framework of 
principles, problems, and practice. Legislative and 
administrative developments are shown as the back- 
ground for a workable national program. A bibli- 
ography covering official and general sources com- 
pletes the over-all presentation. 

The author’s treatment of the subject is progres- 
sive and provocative. The emphasis upon physical 
handicap as social and economic rather than medi- 
cal or anthropologic is gaining acceptance. His 
assertion that public prejudice towards the disabled 
constitutes the greatest obstacle to rehabilitation 
challenges the viewpoints of many industrial leaders. 
It is believed that the author could have gone fur- 
ther in his discussion of the rehabilitation of the 
mentally and emotionally disabled. Modern pro- 
gressive methods are affording more specific in- 
formation as to the relative weight to be given the 
various factors directly and indirectly concerned 
with the vocational readjustment of the psychotic 
and psychoneurotic patient, in addition to the dif- 
ferences arising on the basis of functional and or- 
ganic disturbances. The vocational counsellor is 
acknowledged to be the key man to aid the 
patient in job placement. He occupies this strategic 
position, however, more as a result of convention 
than training. Modern rehabilitative practice will 
of necessity provide specialized psychiatric indoc- 
trination so that he may be able to evaluate better 
the placement situation in terms of the patient's 
emotional capacity as well as the job requirements. 
The persistent criticism that vocational counsellors 
generally know more about the job than they do 
about the patient is believed to be valid today. 

The author depicts the various phases of reha- 
bilitation as a dynamic evolutionary process prog- 
ressing from interest to effort. The subject is so 
fluid that many of the concepts and practises of 
the past decade are inappropriate today. The para- 
plegic doomed to die after World War I not only 
lives as a result of new drugs and surgical tech- 
niques but is rehabilitated to make a living, after 
World War II. Transitory reaction cases in World 
War II have been aided in their rehabilitation as 
the result of a new concept of psychiatric medicine 
accepting them in industry without the stamp of 
insanity. Psychoneurotic patients are being em- 
ployed in increasing numbers. The Barden-La 
Follette amendment to the Federal Vocational Re- 
habilitation Act in 1943 provides for the inclusion 
of the psychotic patient in the rehabilitation ser- 
vices available to the civilian handicapped. 
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The Veterans Administration has organized a 
comprehensive medical rehabilitation service for 
neuropsychiatric patients including physical, occu- 
pational, corrective and educational therapy, indi- 
yidualized and medically prescribed. The leukotomy 
operation in private, state, and Federal hospitals 
is making many so-called irreversible types amen- 
able to successful rehabilitation while other drastic 
shock treatments are increasing the reconstructive 
potentialities of the mentally ill. 

Dr. Kessler has provided an informative exposi- 
tion of dynamic principles applying to the practical 
problems of the disabled. The lay reader as well as 
the professional worker in a rapidly expanding field 
will find this a valuable sourcebook. 

Joun Davis, Sc. D., 
Washington, D. C. 


SHocK TREATMENTS AND OTHER SOMATIC PROCE- 
puRES IN Psycniatry. By L. B. Kalinowsky, 
M.D., and P. H. Hoch, M.D. (New York: 
Grune & Stratton, Inc., 1946.) 


The table of contents of this not too voluminous 
book is impressive: One hundred pages deal with 
“Insulin Shock Treatment.” Equal space is taken 
up by “The Convulsive Therapies.” These include 
“Pharmacologic Convulsive Treatment,” “Electric 
Convulsive Therapy,’ and “Combined Insulin- 
Convulsive-Treatment.” Out of the remaining 42 
pages of the text, 14 are concerned with “Theo- 
retical Considerations” and 28 cover various phar- 
macological treatments (sodium amytal, benzedrine, 
dilantin) ; physical ‘therapy (refrigeration) ; other 
kinds of shock treatments (continuous sleep, fever, 
nitrogen inhalation, faradic shock, electric narcosis, 
and prefrontal lobotomy). Such an ambitious pro- 
gram within the space allotted to it would not be 
expected to offer comprehensive studies of each of 
the numerous subjects. The authors understand- 
ingly chose to concentrate principally on the most 
generally accepted shock therapies, namely, insulin 
and electric shock. The chapters (200 pages) deal- 
ing with these two methods of treatment contain 
quite thorough surveys of various aspects pertinent 
to the subjects: the generally accepted standard 
techniques and some of their modifications; selec- 
tion of patients ; complications ; clinical observations 
and special laboratory studies—both psychological 
and physiological studies—and therapeutic results. 
The discussion of each of these topics includes num- 
trous references to the literature and, of course, 
avails itself of the rich experience of the authors. 
“Other somatic nonsurgical treatments” and “pre- 
frontal lobotomy” are treated rather too summarily 
to be adequately informative. 

The chapter dealing with the mode of action of 
the various shock therapies summarizes lucidly 
nebulous theories which stand out by their repeated 
appearance in the literature for a variety of reasons, 
except, as it appears to me, for a sound scientific 
basis, 

Other formulations of the mode of action of 
shock therapies available in the literature are not 
mentioned, although some seem to be grounded on 


adequate clinical and laboratory studies. This con- 
siderate, or inconsiderate, omission is, however, 
hardly noticeable in a text which contains numerous 
data side by side, but which are not integrated. The 
authors do not attempt for the most part to blend 
together their heterogenous material, apparently for 
valid reasons. To take up, for illustration, the bib- 
liographical statistical data of therapeutic results, 
they refer to more or less large groups of patients 
bearing diagnostic labels for each group. Yet, the 
patients entering into those groups undoubtedly 
have different basic prepsychotic personality traits ; 
the onset and development of their illnesses are 
different; and the psychotic reactions themselves, 
while classified in the same reaction type category, 
may vary nevertheless in their quality and intensity. 
These factors and the therapeutic situation (the 
therapist, the nursing personnel, the general hos- 
pital atmosphere), regardless of the nature of the 
specific physiological treatment used, certainly play 
an all-important réle in the outcome of the illness ; 
yet, the therapeutic results are attributed uniquely 
to the specific somatic treatment. 

What, in the humble opinion of the reviewer, is 
lacking in this volume is a determined construc- 
tively critical appraisal of its material, both from the 
literature and the authors’ own experience. The 
book would also gain if the authors, though at the 
sacrifice of somewhat limiting its scope, were to 
treat their selected material more comprehensively. 

As it is, the book should prove to be helpful 
mainly to beginners in psychiatry. For the more 
advanced psychiatrists this concise text offers a 
convenient refresher of their previous readings on 
shock therapies. 

S. KATZENELBOGEN, M.D., 
St. Elizabeths Hospital, 
Washington, D. C. 


22 CeLts IN NureEMBERG. By Douglas M. Kelley, 
M.D. (New York: Greenberg, 1947.) 


Not only is this book a competent evaluation of 
the personalities of the top Nazi criminals; it throws 
light upon the psychology of totalitarianism every- 
where, upon the minds of antisocial socialists, of 
psychopathic power-drunk politicians, agitators, en- 
gineers of revolution, fomentors of strife between 
races, creeds, or classes. 

Dr. Kelley points out that these undesirable types 
exist in every society—they may be found in any 
American city; and with leadership and organiza- 
tion they become a menace in any country, not 
merely to peace and progress but to the elementary 
rights of man and decent social living. 

The author served for 5 months as psychiatrist 
to the Nuremberg Jail, where the 22 war criminals 
were imprisoned. He made detailed studies of each 
of them, including repeated personal interviews, 
psychological tests (Rorschach, Thematic Apper- 
ception Test, intelligence estimations), and col- 
lateral information from various sources, together 
with the writings and speeches of the prisoners. 
Thus he was able to form a pretty good idea of the 
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personalities of the Nazi bosses who attained to such 
power and wrought such havoc in the world. With 
the exception of Hess, this was the first thorough 
psychiatric survey of these men. 

In addition to the reports on the 22 Nuremberg 
prisoners, a separate chapter is devoted to a study 
of Hitler based on abundant data obtained from 
personal associates of the Fiihrer. The author 
makes the pithy comment, in summing up the cul- 
tural background and post-World-War-I frustra- 
tion in Germany that opened the way for the Nazi 
stampede, that “Hitler had an entire people thinking 
with its thalamus.” 

Kelley classifies the criminals as follows: (1) 
The Policy Makers (Hess, Rosenberg, Goering) ; 
(2) The Salesmen (Fritsche, Shirach, Ribbentrop, 
Neurath, Papen); (3) The Gunmen (Jodl, Keitel, 
Doenitz, Raeder, Kaltenbrunner) ; (4) The Rabble 
Rousers (Streicher, Ley); The Business Men 
(Frank, Frick, Seyss-Inquart, Schacht, Funk, Spur, 
Sauckel). The “policy makers,” under Chief Hitler, 
included also Goebbels and Himmler, but these two 
gentlemen, like Hitler, were unfortunately not 
available for trial. 

Excellent personality sketches of the 22 criminals 
are presented, with good background studies and 
common-sense clinical appraisals that can be fol- 
lowed without recourse to a psychiatric dictionary. 
Most abnormal of the prisoners was Rudolf Hess, 
who was unable to testify in his own defense and 
was spared the death sentence. He was a “paranoid 
and childish individual with gross hysterical mani- 
festations, who had always failed in whatever he 
attempted and who failed in the most spectacular 
effort of his life.” 

Rosenberg, the philosopher of Nazism, was a 
“relatively dull and a frightfully confused man... . 
of low average ‘intelligence .... who had de- 
veloped a system of thought differing greatly from 
known fact, who absolutely refused to amend his 
theories and who, moreover, firmly believed in the 
magic of the words in which he had expressed them.” 

Goering is characterized as “a brilliant, brave, 
ruthless, grasping, shrewd executive.” He was a 
man of tremendous drive, inordinate personal showi- 
ness, and termless ambition, a creature of “egotism 
without ethics,” and of such contrary traits that he 
could promulgate a law against vivisection, with 
the concentration camp as penalty for violation, 
and then order the murder of his fellow men— 
friends or others alike. Roehm, one of his closest 
associates, he ordered shot because, as he casually 
explained to the author, “he was in my way.” 

One by one, Dr. Kelley gives dramatic but care- 
fully documented pictures of the inmates of the 22 
cells. “Of all the Nazi criminals, von Ribbentrop 
demonstrated the greatest degree of insecurity and 
tension .... pacing up and down through the 
crumpled papers on his floor, wringing his hands, 
his inevitable greeting was, ‘Doctor, what shall I 


do? What shall I do?’” Having no longer the 
support of his Fiihrer-father and his wife-mother 
he was helpless. “Of all my sons-in-law,” the 
mother of Ribbentrop’s wife had remarked, “the 
most foolish became the most prominent.” 

The fanatic anti-Semitism of the rabble rouser 
Streicher the author considered “a true paranoid 
reaction. .... He worried constantly about the 
Jewish conspiracy. Twenty-four hours a day, his 
every thought, his every action bore some reference 
to his beliefs. .... In other matters he was es- 
sentially rational, although his intelligence was only 
low-average.” The foul-minded Streicher became 
too rank even for the Nazi leaders, and he was ex- 
pelled from the Party in 1939. 

The other rabble rouser, Robert Ley, who killed 
himself by strangulation in his cell, showed evidence 
clinically of a deteriorating brain condition. This 
was confirmed at autopsy. 

For an evaluation of the personality and behavior 
of Hitler, the author collected his evidence from the 
Fiihrer’s aides, his personal physicians, and secre- 
taries, as the most valuable sources. He character- 
ized the Fiihrer as a paranoid, hysterical type who 
in overcompensation for life-long feelings of infer- 
iority developed a megalomania that culminated in 
the belief that he was the specially appointed agent 
of the Almighty. He exhibited numerous neurotic 
symptoms, hysterical paresis and tremor of the left 
arm, obsessions and phobias (fear of dirt, cancer; 
excessive washings), as well as increasing persecu- 
tory trends. He kept several physicians in constant 
attendance and consumed quantities of medicine. 
Nevertheless, his abilities were such that he was 
able “to reach a position where, in the end, his 
pathological deviations could disrupt and almost 
destroy the entire civilized world.” 


C. 


Tue Story oF HuMAN BirtH. By Alan Frank 
Guttmacher, M.D. (New York: Penguin 
Books, Inc., 1947.) 


Originally published in 1937 by the Viking Press 
under the title of “Into This Universe,” this pocket 
size edition is now available. The author, who is 
an outstanding obstetrician and professor of ob- 
stetrics at Johns Hopkins University, has “at 
tempted to set forth, in the cramped confines of a 
single volume, something of the folklore, the history, 
and the scientific facts of pregnancy and birth.” 
Not only has he succeeded, but he has told his 
story in such a humorous and engaging fashion 
that even a person to whom it has no immediate 
practical application will find it good reading. 
Popular misbeliefs are corrected, misgivings are 
reassured, and good advice is given in very palatable 
form. The book contains an index and a list of some 
60 books recommended for further reading. 

M. V. L. 


